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ronchogenic Carcinoma 

S. McEwen, B.A., B.Sc., M.D. 

Ij]i ( i aber of diagnosed cases of broncho- 
en ic cai ' oma is increasing at such an alarming 
•ateiha' eview of the situation at present seems 

north w hi 

liCunsi itively speaking, ten per cent of all 
utopsii 1 ; e done on patients with cancer and ten 
ter cent these have bronchogenic carcinoma. 
Bn the rage, then, between one and two per 
Bent of autopsies are done on patients with 
Bromine ic carcinoma, although some centres 
Bun as !i as five or six per cent. In round 

H^ir< hty per cent of bronchogenic carci- 

Homas < i in males, eighty per cent are in the 

Barger b chi, eighty per cent occur between the 
Bg$s of and 65, eighty per cent metastasize to 
Bk> l eg 1 i lymph nodes, eighty per cent can be 

Biagnn ironchoscopically at some stage of the 

Bisease, d eighty per cent have minimal or no 
Bray ch iges in the curable stage. 

■ In : ring ono thousand consecutive broncho- 

Bcopus tie in recent years at St. Boniface 
Bosp.tai t was found that ninety-two patients 
Bad broru icgenic carcinoma. Allowing fcr those 
Bases t! were missed, it is seen that a 
Rrortlnv ;c percentage of cases going to general 
B>ronch<iseopic clinics, either have bronchogenic 
Barcinoii or some condition in which brcncho- 
Benic cs moma has to be excluded. In this series 
■evenly ght per cent were men: the average age 
Bas 51 -ars, anc j ma i n lesion was found to 
Briginate in the right lower lobe in twenty-five 
Bases, tl right upper in sixteen, the left lower in 
Bwelve, i he left upper lobe in twelve, the right 
Bain brunchus in eleven, the left main bronchus 
Blight, the right middle lobe bronchus in six, 
Band the trachea in two cases. These figures coin- 
: ^^Bfaith well with the usual autopsy statistics 
Bxeept that right upper lobe and left upper lobe 
Baijinoma are found more frequently in autopsy 
Bgures suggesting that tumors in this location are 
■non frequently missed bronchoscopically than 
Bose in the lower lobes. 

Etiology 

criris little d< ubt thu( our aging popula- 
is the greatest factor in the increase of 
Bbnehogenic carcinoma. Fifty years ago only 
_Btverip en per cent of the population was over 
"^^B-five years of age; now close to twenty-nine 


per cent of the population is over forty-five. This, 
together with the fact that many cases formerly 
passing as lung abscess, gangrene of the lung, un¬ 
resolved pneumonia, empyema, etc., were diag¬ 
nosed erroneously and bronchogenic carcinoma 
missed, would suggest that there is also a real 
increase in the incidence of this tumor. In the 
past fifteen years, general carcinomas have in¬ 
creased twenty per cent, whereas bronchogenic 
carcinomas have shown a three hundred and 
seventy per cent increase. In the past thirty years 
general carcinoma has shown an increase of sixty- 
five per cent, whereas there is an increase of 
almost one thousand per cent in bronchogenic 
carcinoma. Many irritants have been blamed for this 
increase but the only one generally accepted is the 
irritation from radio-active material producing the 
Schneeberg type of tumor found in miners in the 
Erz mountains in Saxony. Of the other irritants 
mentioned as possibilities, tobacco, dust contain¬ 
ing fumes, and tar products have been frequently 
mentioned. Clinically, it is striking to notice the 
large percentage of very heavy smokers in most 
series of cases. Other suggestive evidence of 
chronic irritation playing some part is obtained 
from a series reported by Fried, where eleven per 
cent of his bronchogenic carcinomas were as¬ 
sociated with tuberculosis. In my own series three 
cases had tuberculosis and bronchogenic carci¬ 
noma. In two of these cases the carcinoma was 
in the same portion of the lung as the tuberculosis, 
and in the third the carcinoma was in a different 
lobe. Chevalier Jackson has reported several cases 
of bronchogenic carcinoma years after removal of 
a foreign body that had been present for some 
time. He also reports one case where broncho¬ 
genic carcinoma developed around a piece of 
shrapnel that was present in the lung some twenty 
years. Time alone will prove what part, if any, 
these irritants play in the production of carcinoma. 

The point I wish to stress more than any other 
in this presentation is the importance of early 
diagnosis. Bronchogenic carcinoma can only be 
diagnosed if it is suspected. In view of the fact 
that this condition is now the third or fourth com¬ 
monest chronic lung disease it should always be 
considered as a diagnostic possibility especially in 
males over the age of forty. The history and 
physical examination are probably the most im¬ 
portant single factors in arousing our suspicions. 
A cough that is unexplained, is dry and hacking 
in type, and lasting over one month should always 
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make us wary, particularly if associated with very 
scanty sputum which later becomes mucoid and 
possibly blood-tinged. The pain if present is 
usually deep-seated, steady and progressive, but 
dyspnoea may be of rather sudden onset and 
paroxysmal. If this dyspnoea occurs in older per¬ 
sons without cardio-vascular disease, and seems 
out of proportion to the other symptoms and 
physical or radiological findings, especially if as¬ 
sociated with a wheeze, bronchogenic carcinoma 
becomes a strong diagnostic possibility. In this 
condition the wheeze can frequently be heard 
better from the open mouth than by means of the 
stethoscope. Physical examination may detect 
some other evidence of partial bronchial obstruc¬ 
tion, such as cyanosis, localized emphysema or 
atelectasis. X-ray at this stage may be negative, 
but if plates are taken on both inspiration and 
expiration, areas of obstructive emphysema will 
often show up before gross atelectasis occurs. 
Lipiodol studies will also occasionally show an 
early tumor before complete blocking of the 
bronchus occurs. However, earliest proof is 
usually obtained by means of the bronchoscope, 
either by viewing the tumor, obtaining a biopsy 
for pathological study, obtaining secretions for 
study of cells, or by determining the presence of 
enlarged regional glands. 

Even late diagnosis is difficult in many cases. 
In one recently reported series of 300 consecutive 
cases the diagnosis, although suspected clinically 
and radiographically, was proven bronchoscopical- 
ly in 72% of the cases. Diagnosis was proven by 
biopsy of metastases in 4%, by operation in 3%, 
by the finding of malignant ceils in the sputum 
in 1%, and the remaining 20% were only proven 
at autopsy. 

Pulmonary symptoms predominate in only 
slightly more than half of the cases. These symp¬ 
toms and signs include cough, sputum, chest pain, 
haemoptysis or blood-streaked sputum, localized 
emphysema, localized atelectasis, lung abscess, un¬ 
resolved pneumonia, localized bronchiectasis, 
pleural effusion and some disturbance of the dia¬ 
phragm with involvement of the phrenic nerve. 
The right diaphragm is affected more frequently 
than the left, is usually elevated showing para¬ 
doxical movement and occasionally causing intract¬ 
able hiccough. The effusion, if present, is usually 
blood-stained, but many cases remain serous or 
purulent throughout. 

Almost half the cases have non-pulmonary 
signs and symptoms predominating. These include 
pyrexia, weakness, sweats, clubbing of the fingers, 
loss of weight, spontaneous fracture, bone pain, 
unexplained anaemia, signs and symptoms of an 
intra-cranial lesion, evidence of cardio-vascular in¬ 
volvement, dysphagia, hoarseness, enlarged lymph 
nodes in the neck or axilla, Horner’s Syndrome, and 


evidence of venous obstruction, particularly intj 
inferior vena cava and hepatic vessels v .th resJ 
ing enlargement of the liver, ascitis an: jaundici 
This type of case merely emphasizes the fact ty 
small symptomless primaries of the bm chus J 
produce large secondaries in many otli r ergaj 
In cases where secondary tumors are i und will 
no obvious primaries, bronchogenic arcinom 
should always be kept in mind. In 436 <■■ nseeuti# 
cases of non-tuberculous unexplained aemoplv 
sis, bronchiectasis was the common p rova 
cause in 138 cases, and bronchogenic arcinom 
second in 83 cases. About one-third o all case 
have effusion at the time of death, an rough! 
one-third cavitate before death. The :ses thi 
cavitate are more prone to terminal h noptysh 
It is interesting to note that seconds i s in th 
lung never cavitate. Although some c< uessti 
use aspiration biopsy in an attempt to prove o 
disprove bronchogenic carcinoma, it seei unwisJ 
first, because aneurysm frequently ente; into thi 
differential diagnosis; second, because of tic pcsi! 
bility of a very vascular tumor being pi nt, ad 
third, because of the possibility of ai implai 
tumor being produced. Pathologically. ie large! 
bronchi are involved in close to 80% o! tic easel 
and the peripheral type of tumor fou 1 in ad 
proximately 20%. Squamous cell car noma ii 
more common in men, is slower gro ng, an 
later to metastasize. It usually occu in tld 
larger bronchi and may invade the lum or sur¬ 
round the lumen, invading the contigi us lung 
tissue. Adenocarcinoma occurs more quentlj 
in women, is more malignant than the [uamois 
cell tumor and is sometimes difficult to fferenlij 
ate from a benign adenoma. The undifh . entiated 
type of tumor is the most malignant It was 
formerly thought to be an oat-cell arcoMU 
Various combinations of the above types •( tumor 
have been found. At this stage it should I pointy 
out that even a benign tumor is not in >cent. if 
it occludes a vital passage or causes pi ssure in 
a vital area it may still kill the patient. < ne other 
type of bronchogenic carcinoma worth m ntioning 
is the superior sulcus or Pancoast’s tun; r. Thi : 
type is noted for its regional invasivenes In the 
early stages there may be only thickeni of the 
pleural cap over one lung but soon se\ re pain 
becomes manifest with evidence of inv Ivemenl 
of the upper ribs, the last cervical id first 
thoracic vertebrae, regional lymph no os, d 
evidence of involvement of the brachi. plexf 
and early onset of Horner’s Syndrome. ' lis typf 
is one of the most painful conditions in lie fi« 
of medicine. 

The position of the bronchoscope in pi i moral 
disease is often questioned. However, see® 
just as logical for an internist to know thi appear¬ 
ance of the inside of the tracheobronchial tree® 
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Lonai disease as it does for the gynaecologist 
It|know ie appearance through a vaginal spec- 
X bronchoscope is merely a speculum 
examination of the lung. As in other regions 
■the t>. v the speculum inserted into the lung 
ly find die structures within sight to be normal, 
■some ;ease may be found which is amenable 
Btreatm at through the speculum, or amenable 
jto| raed cr surgical treatment later. Also, 
ase ' y be found requiring irradiation. By 
atec' ronchoscopy using all methods now 
liable e bronchoscopist can diagnose broncho- 
ic ca^ noma in almost 80% of the cases some 
e die 3 the course of the disease. Even in 
* rem ng cases important information is still 
ibt; ne garding the condition of the bronchi, 
I size the mediastinal nodes, the mobility 
B mo y of each segment of the lung. Also, 
lodol i be introduced and secretions can be 
fflllecte i'om various regions. An interesting 
■advance the diagnosis of this condition has been 
by die ■ nination of secretions. Examination of 
fordi ar putum has proven disappointing, but 
etioi spirated through a bronchoscope from 
■ijuspic is area in the lung and examined either 
fbytde film method or by the artificial paraf¬ 
fin ; loc -iethod, occasionally show the presence 
c: | can na when other methods fail. The 

mchc pic picture is usualiv of a nodular, 

■ble, ily bleeding area with some broadening 
of [the gional carinae and a woody type of 
Higidity As a rule, there is some puckering of 
Hmuc a above the mass or the constricted area 
feolveo To recapitulate the aid that may be 
given t. X-ray, I would like to point out that 
Bter; e; the lesion may produce no X-ray 
jjshainres Later, a minimal shadow may appear 
Bth localized areas of emphysema or atelectasis, 
found c ilier if both inspiration and expiration 
X-ray p tes are taken. Lipiodol studies are fre- 
lenfly valuable. X-ray shows the earliest evi- 
iem> of displacement, of the formation of abscess, 


and frequently of the presence of metastases. 
Occasionally diagnostic X-ray therapy is of value 
to rule out one of the lymphomas. Probably 60% 
of cases can be diagnosed radiographically. 

Metastases may occur in any one of five ways: 
(1) direct spread; (2) via the blood stream; (3) via 
the lymphatics; (4) endobronchial spread; (5) by 
implant. By averaging the figures obtained from 
several series of autopsies on cases of bronchogenic 
carcinoma, metastases were reported as follows: 

1. Local lymph nodes 83%. 

2. Abdominal lymph nodes 38%. 

3. Pleura 37%. 

4. Liver 35%. 

5. Cervical and axillary lymph nodes 33%. 

6. Adrenals 32%. 

7. Lung 31%. 

8. Kidney 25%. 

9. Skeletal 24%. 

10. Nervous tissue 23%. 

11. Brain 16%. 

12. Heart and pericardium 13%. 

Although an occasional metastases was reported 
in many other regions of the body, especially the 
skin, it was interesting to note that approximately 
ten per cent of all cases had no distant metastases 
even at the time of death. 

Prognosis 

The life expectancy after diagnosis varies from 
weeks to five years with an average of nine 
months. Of the patients diagnosed about 50% die 
within a year, 30% in the second year, 15% dur¬ 
ing the third and fourth year after diagnosis, and 
about 5% survive longer than four years. 

Treatment will not be included in this dis¬ 
cussion except to say that if the general practi¬ 
tioner, the chest specialist, the radiologist, and the 
bronchoscopist will combine their diagnostic 
abilities and discover bronchogenic carcinoma in 
its early stages the chest surgeon will cure a much 
higher percentage of cases than is possible at the 
present time. 
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CARDIOLOGY 


Edited by J. M. McEachern, M.D. 


Use and Limitations of the 
Electrocardiogram 

Ben H. Lyons, M.D. 

The position which electrocardiography occu¬ 
pies in clinical diagnosis of heart disease can be 
best evaluated if we have an understanding of 
the principles involved in the formation of the 


tracing. An attempt will therefore first be ma 
to outline in a simplified manner some basic c 
cepts in electrocardiography. 

The membranes of all cells are dielectric—th 
is they have the property of maintaining oppo; 
electrical charges on each surface—positive ont 
outer and negative on the inner. If one electr 
of a galvanometer is placed in proximity to tl 



cell, with the other at a distance, no ieflectid 
results. If now the cell membrane is s imulate! 
it loses its electrical properties at the point i 
stimulation. Result—a difference of pot ntial 1* 
tween the side of the cell stimulated (wh:- b is no! 
electrically dead), and the opposite, stil charge! 
surface. An electrode on the stimulated -ide no! 
faces negative charges within the cell, w! le on th 
opposite side it faces positive charges. The es 
ploring electrode will record a deflect n whiei 
will be upright if on the positive side, id dowi 
on the negative. The process of disc arge a 
depolarization continues around the ce the de 
flection of the galvanometer reaching a eak an 
coming back to the base line when the hire ce] 
is depolarized (has lost all its electrical cb rge). 

Diagram 1 

The cell in the depolarized state is instates 
and changes rapidly occur which resu in (1 
membrane regaining its electrical propc ties an! 
the reformation of the charges. Anoth defied 
tion of the galvanometer is the result d ing thi 
process of recharging (or repolarization Agaid 
the deflection will be upright on the po ; ive sia 
and downward on the negative. 

Diagram 2 

The heart muscle, of course, consists of mad 
charged (or polarized) cells. The st nulatid 
comes from the inner or endocardial surface, aid 
the total effect is the same as if each ca ity wed 
a single cell, with negative charges on the endo] 
cardial, and positive on the epicardial surfaces 
The stimulus, as is well known, is appl.ed by! 
special pathway. It originates in the sinu uricula 
node, and travels through the auricula muscle 
As the cells in the auricles are discharged, tl* 
P wave is inscribed by the galvanometer. At tl* 
A-V node a delay occurs and then the impulse 
passes down the bundle of His, bundle branches 
Purkinge fibres, and then through the ventriculJ 
muscle, depolarizing its cells, and causir the in 
scription of the QRS complex. For a brief peri* 
the heart is completely depolarized, represent 
by the ST segment. Repolarization (or rechar! 
ing) in the heart, occurs from without in, a* 
so an electrode at the epicardial surface will ref 
ister a positive deflection, the T wave. 
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Diagram 3 

t n ord to get maximum information about 

flow these electrical currents, electrodes are 
in arious positions. The limb leads, 1, 2 
id 3, cor ists of connections between the arms 
I the i leg. Chest exploring electrodes are 
e d at finite points on the chest wall, 1 and 2 
g on <ch side of the sternum, 4 in the mid- 
kculai ne, etc. Commonly used are 2, 4 and 5. 
L als be used routinely, and should be used 
icute ronary cases. We thus get a tracing 
listing f 6 or 7 leads. We study the appear- 
, of e h lead, and the pattern formed by the 
|ml>inat ; of leads. By reasoning from the 
lation >m normal seen, and by the experience 
Ih ha been gained, we attempt to detect the 
fence abnormalities and evaluate their sig- 
|cance. 

'he 1 
d< 
ut 
or 


bom 


Diagram 4 

problem, and often the most difficult, 
when a given change is within or 
normal range. Much study is still 
gather statistics to better define the 


Jts of ormal variations. Many factors have 
■be cor 'ered, such as age and bodily habitus. 

| Age: e cardiograph in infancy is distinctive, 
i tjdole; nee changes may normally be present 
■;h ai abnormal in the adult. In later life, 
feviatior ire almost constantly found which are 
■pted normal at that age, but which would 
Iconsh d as pathological in a young adult, 
fcabi' Habitus influences the direction or 
Hof t currents. Normally the current is from 
Hrighi rm toward the left arm and left leg— 
Ra little ■ ire toward the latter). In a stocky per¬ 
son with transverse heart, the current will flow 
pwards die left arm, constituting a left axis shift. 

c individual with a drop heart, it will 
low tov ids the leg, constituting a right axis 
V. These normal variations have to be taken 
acci int so that they will not be confused 
frith abnormal axis deviation (change in direction 
l ; the current) due either to ventricular hyper- 
Pophy (right or left), or to coronary disease. 
Diagram 5 

Bfarialions from the normal may also be due 
o physiological or functional conditions not indi- 
atinu organic disease, such as changes resulting 
im '-xercise, emotion, cold, tobacco, drugs, etc. 

In analysing a disturbance in the formation of 
^■tracing, 4 types of change are recognized. 

Ill Disturbances in origin of impulse. 

■2) Disturbances in depolarization or discharge. 
Disturbances of order of repolarization or 
[recharging (T wave). 

W) Pathological currents “of injury” (ST seg- 

Iment 










240 


The Manitoba Medical Review 



Figures 6, 7, 8 



>Y. 1:{V 


1. Disturbances in Origin of Impulse. 

Impulses may start in the auricles, A-V nod 
or ventricles, creating various arrhythmias such; 
extra systoles, tachycardias, fibrillation, fi u tt s 
etc. 

Diagram 6 

These abnormal rhythms may be < a used i 
functional disorders, digitalis and oti t d™ 
rheumatic or arteriosclerotic heart diseas , 

2. Disturbance in Depolarization or Discharge. 

The spread of the impulse may be delayed i 

cut off at various levels causing sini uricula 
auricular, A-V bundle branch, or termir 1 (arbor 
zation) blocks. 

Diagram 7 

If the electrode faces an area of de ! muscl 
the infarct acts as an “electrical wind w.” fl 
electrode is no longer facing a positive o •or char; 
but the negative one inside that ventrici ar cavit 
so that an initial downward deflection Q war 
is inscribed of a pathological nature. 

Diagram 8 

As has been previously mentioned, ntricu! 
hypertrophy and also muscle loss due t- coronal 
disease, will result in shifts in the di chon; 
axis of the depolarizing wave. Small cl flection 
or low voltage, will be produced if tb bulb 
muscle is diminished as in senility or corona! 
disease; also if the heart is insulated rom II 
electrodes by pericardial or myxedem; us fli 
by emphysema, by edema or obesity. 

3. Disturbance in Repolarization or Rea ginq. 

Normally the order of repolarizat.on tala 

place from without in, producing an Bright 
wave. If this order is disturbed, the T are ni 
change in contour or direction. Many onditie 
are capable of causing this change, e.g. ;oxaeic 
as in coronary disease; hypertrophy; inf; inmate: 
changes such as pericarditis and nr carditi 
toxaemias and infections; drugs such a. digital 
metabolic, electrolyte, and Ph variatb is as i 
acidosis, uremia, thyroid disease; physiol' 'icalas 
nervous influences, etc. 

4. Pathological Currents—"Currents of ljury". 

Injury to muscle which is not sufficier to can) 

the death of the tissue, results in the foi ation: 
the surface between it and the uninjure 1 tissue 
a physiological barrier, on the damage side: 
which are formed negative charges, and on 4 
well side, positive ones. This results in a cos 
tinuous pathological current being prodi ed. I 
will recognize the presence of this current by: 
absence, during the brief time that the ventris 
is completely depolarized. This period is rep# 
sented by the ST segment in the tracing. 5 
current of injury is neutralized by a consta 
current from the machine. When, during the S 
period, the injury current is “shut off,” the eti 
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| u j n g r liine current causes a deflection of this 
ent. The result is an ST elevation if the 
■j-y is n the side of the electrode, and depres- 
J if oi: he opposite side. 

I Diagram 9 

■C lirn of injury are typically caused by 
le cci 
Bitis. 
liar c 
■ham. 

; 

strocc 
Ifarctio 
lesion ■ 
rvei tin 
Jrctci 
to it a 

■Baca 
nit deac 

itial d 

torn thi 
painty. 

he oui 
hut livir: 

Inent 
byersio 


nary infarction, myocarditis, and peri- 
in heart strain and digitalis effects 
inges are recorded, whether by the same 
is uncertain. 

xample of the genesis of an abnormal 
iogram, the effect of an anterior apical 
>n chest lead 4 can be followed. In a 
his site, this electrode will be directly 
infarct. There are three zones in the 
rea—a zone of dead muscle, adjacent 
r of injury, and then an anoxemic area. 
Diagram 10 

the electrode faces not positive charges, 
,uscle (which has no charge), it takes the 
ction through this “electrical window,” 

. gative charges inside of the ventricular 
during the downward initial Q wave, 
nt of injury from the layer of injured 
muscle produces a deflection of the ST 
The area of anoxemia causes T wave 
After a few days the injury current 
Blside! out the negative T wave in the anoxic 
B de ns because the injured area is added 
■d the a ic zone. In the course of weeks, months 
|r no —the anoxia improves and the T wave 

■Dine upright. As healing takes place, the Q 
■c m disappear, but usually remains to mark 
tthe seal the infarct for the remainder of life. 

Jin in rpreting a tracing we may describe it as: 
la) ‘ ormal tracing.” 

Kb) cause there is a wide borderline between 
Inal id abnormal, we may have to say “prob- 
|ab y no nal,” or “probably abnormal.” 

T(c) ‘'Definitely abnormal”—“evidence of myo- 
Bdial damage,” etc. 

Hd) h the pattern suggests a particular entity, 
Nv.il] ly “consistent with this or that diagnosis.” 
T(c We may name a diagnosis without qualifica¬ 
tion i s unusual for us to do this from the 
feljctrocm diographic tracing alone because changes 
e seen can usually be attributed to more 
In one possible aetiologic factor; for example, 
[auricular fibrillation or T wave inversion can be 
prpduciui by a number of agents. This limitation 
applies to most other methods of laboratory 
Bmmation as well. 

Tas an example of the problems that may arise 
Hus consider the differential diagnosis of recent 
Hrction. 

u.pHoronary Disease 

Recent Coronary Occlusion. 

Acute Coronary Insufficiency, 



utouumn 


umiTimmtmimmiinn™ 


t3attcr»y Coroen'T 



due to severe 


Figure 10 
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angina. The electrocardiographic changes 
will be transient. 

Chronic Coronary Insufficiency, serial cardio¬ 
graphs will show no change. 

b. Extracardiac Acute Coronary Insufficiency 

Shock. 

Hemorrhage. 

Pulmonary Embolism. 

Diabetic coma, Uremia, Narcosis, Cerebral 
Haemorrhage. 

A coronary type of contour will usually be 
present only if previous anoxia due to coronary 
sclerosis is present. 

c. Inflammatory Lesions 

Acute Pericarditis. 

Focal Myocarditis or Necrosis. 

d. Ventricular Strain 1 

Digitalis Effects l May create dlfflculty ila 

Bundle Branch Block) d * a S n <x,is. 

Each of these conditions has its own typical 
pattern, but when atypical or superimposed on a 
coronary pattern it may be confusing. 

Diagram 11 

From the above it is obvious: 

Firstly, that proper interpretation of the electro¬ 
cardiogram necessitates correlation with clinical 
findings. 

Secondly, in doubtful cases of an acute nature, 
repeat cardiographs will usually produce a defi¬ 
nitive diagnosis. They will differentiate between 
acute and therefore changing states, and chronic 
or static conditions. The time and nature of evo¬ 
lution will nearly always differentiate an infarct 
from simulating diseases. Furthermore, by repeat 
tracings we may be able to make a diagnosis from 
changes which have taken place when no one 
tracing in itself is diagnostic of a lesion. 

Value of Cardiograph in Diagnosis 

Coronary Occlusion —Interpreted in correlation 
with history, and with serial tracings having at 
least three chest leads, the diagnosis can be cor¬ 
rectly made in 95% of cases. On the other hand, 
single tracings with only one or two chest, inter¬ 
preted without knowledge of history, involve a 
considerable percentage of error. 

Angina Pectoris —In two-thirds, abnormalities 
will be found. In one-third of cases, the cardio¬ 
graph will be normal. There are several explana¬ 
tions. The coronary arteries may not be narrowed 
enough, or for long enough, to have produced 
extensive myocardial changes. There may be ex¬ 
tensive disease but located in “silent” areas where 
it does not influence the wave of potential. Lesions 
which are equal and opposite, as on anterior and 
posterior walls, may balance each others effects 
on the tracing. A normal cardiograph, therefore, 
does not rule out angina. Furthermore, even if we 
find evidence of myocardial damage, that does not 


: V Ap¬ 


prove that the pain complained of by th pa tjJ 
due to his heart. It may still be caused by S 1 
other lesion such as hiatus, hernia, gallsto 
fibrositis, or neuroses. Therefore, while i n j 
pected angina a tracing may be helpful o did 
myocardial disease, fundamentally it is a clij 


Figure 11 
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Figure 12 

DIAGNOSTIC VALUE of EK. G. 

ARRHYTHMIAS _9)« 

ACUTE INFARCTION 


STRAIN 

(valvular, hypertensive) 


DIGITALIS 

CONGENITAL HEART D. 
CORONARY HEART D . 


HYPERTROPHY 
(valvular, hypertensive) 


COR PULMONALE 
RHEUMATIC FEVER 
PERICARDITIS 
ANGINA PECTORIS 
PULMONARY EMBOLUS 
MYXEDEMA 
HYPERTHYROIDISM 
AVITAMINOSIS 
HYPOCALCEMIA 
INFECTIONS, ETC. 




The Manitoba Medical Review 


243 



Bnosis which can only be made by a careful 
Kry a id clinical evaluation. In the future we 
■ get more help from the cardiograph by means 
Broxc tnia tests, which are giving promise of 
Ting positive diagnosis in some cases. These 
J consist in noting the effects on the tracing 
■having exercise or inhalation of a diminished 
Tenti lion of oxygen. 

Irtei sclerotic Heart Disease (apart from 
ginn a t recent infarction)—Most cases will give 
■tive rdiographic changes, but as with angina, 
le m be extensive disease with a normal 
liogr ph. Heart failure can be present and 
ltrac g be normal. A patient may leave the 
*e w i a normal tracing in his hand and drop 
H on he street. It is important, therefore, to 
lemb that a negative tracing does not rule 
utlsen; ,s heart disease. On the other hand, in 
iefence f the cardiograph it should be stated 
hat it en may disclose the presence of heart 
Ise ■ I revealed by any other means. 

Arrl omias—The cardiogram is the court of 
L st app ! . Results are almost 100% accurate in 
losin the mechanism of an irregular pulse, 
ire probably no laboratory examination in 
■icin. which is more accurate. 

J)igit is—In the detection of digitalis effects 
jhelcarb graph is extremely useful. Therapeutic 
is well s toxic effects are clearly seen on the 
■ing id will often be helpful in evaluating 
fleets c digitalis. 

Congenital Heart Disease—In some types the 
Bing specific, and the cardiograph is used 
Hlinei; in diagnosis. 


Hypertrophy—(Due to valvular disease or 
jypei tei ion)—will often be evident on the cardio¬ 
graph before it is on the X-ray, and will also 
;ell us which chamber is enlarged. Of greater 
ralue even than this is the detection of Ventricular 
Strain in hypertrophied hearts, indicating that the 
jieari is outstripping its blood supply, before as 


a rule, there is any clinical evidence that the 
myocardial reserve is impaired. 

Pulmonary Embolism (acute cor pulmonale)— 
Diagnostic changes are present in only 10-20% of 
cases. In about 50% there may be some abnor¬ 
malities. 

Chronic Cor Pulmonale —Tracings may tell us 
the effect on the right heart of mitral stenosis, 
emphysema, silicosis, etc. 

Infections, Toxaemias, Acidosis, etc.— May pro¬ 
duce myocardial changes affecting the cardiograph. 

Acute Rheumatic Fever — Cardiograms taken 
during an attack may reveal by a prolonged PR 
interval, the first evidence of cardiac involvement. 
This change may also be useful in differential 
diagnosis between rheumatic fever and other 
arthritides. 

Pericarditis —Often of value in diagnosis. 

Thyroid Disease —Occasionally helpful. 

Diagram 12 

In Conclusion: I have listed an imposing array 
of conditions in which the cardiogram is helpful. 
I want to emphasize again what I feel is the most 
important thing you should remember about 
electrocardiography. It is that you cannot use 
the cardiograph as a short cut to a clinical diag¬ 
nosis. Only in rare cases will it give you a com¬ 
plete diagnosis by itself. 

When you ask the cardiologist to interpret a 
single tracing without knowledge of the history, 
he will have to be conservative and give much less 
information than if he had clinical facts available. 
If he suggests a diagnosis on the cardiograph alone, 
there will be a percentage of error. On the other 
hand, when a cardiograph is taken to supplement 
or complete a thorough examination, and the 
tracings read in the light of clinical facts, the 
additional information which this examination 
provides is often of the greatest value, so that a 
cardiovascular examination cannot be considered 
complete without it. 
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OBSTETRICS Im¬ 


posture of the Patient in Labour 

Ross Mitchell, M.D. 

In Great Britain and Ireland the left lateral 
posture of the woman in labour is generally em¬ 
ployed. while in other countries the dorsal posture 
is favoured. Each has its advantages and custom 
should not lead the obstetrician to use one posture 
slavishly. 

The left lateral posture is better adapted for 
deliveries in the home. For the younger men of 
the profession in Greater Winnipeg that means 
little, since in the year 1945 the percentage of live 
births in Winnipeg hospitals and maternity homes 
was 98.7% (in 1940, 97.1%). Older practitioners 
can recall the days when only abnormal maternity 
cases were sent to hospitals, and until recent years 
all deliveries in rural Manitoba were domiciliary. 
The ordinary bed does not lend itself well to the 
delivery of a patient in the dorsal decubitus. To 
deliver a patient in the cross-bed position entails 
the presence of at least one assistant and pre¬ 
ferably two, in addition to the anaesthetist, or the 
ability of the doctor to make a sling out of a 
sheet, a device which is not included in our present 
day obstetrical teaching. With the patient in the left 
lateral position, the doctor can better control the 
exit of the head, especially if the patient is rest¬ 
less, flexion of the head is encouraged, and thus 
laceration of the perinaeum is minimized. Munro 
Kerr in his “Operative Midwifery” states that the 
Sims’ (left lateral) position is one of very great 
advantage when manual rectification of faulty 
positions is attempted. He instances impacted 
breech, internal version and manual rotation of 
the head in persistent occiput posterior. To these 
might be added difficult delivery of the shoulders. 
In the dorsal posture, unless the patient’s buttocks 
are over the end of the table, the head cannot be 
sufficiently depressed to enable the anterior 
shoulder to engage under the pubic arch if there 
is any disproportion between the shoulders and 
the pelvis. 


The dorsal posture is the best position for earn 
ing out an examination, e.g., to determine J 
position of the presenting part, for apply ,g force] 
or performing version and for the manr icment 
the third stage. For the writer, it is alw. vs hard 
when the patient is in the Sims’ position to fig u 
out the degree of rotation of the head arn whelk 
the occiput lies to the right or the left, and a] 
to apply forceps. This, however, is onl an ini 
vidual opinion. The dorsal posture is i ore su 
able for hospital practice, as a bette. surgii 
technique can be carried out. 

Two other postures have a limited fi Id of® 
The knee-chest or knee-elbow position i: espec: 
ly useful in prolapse of the cord and in replac 
a retroplaced gravid uterus. The W ‘cher, 
hanging-legs position, is used in cases of ntracti 
pelvis, to increase the available conjug e at 
brim. The weight of the legs drags own 
anterior part of the pelvic brim, incrc ing 
true conjugate by about 1/6 inch, (.4 cm 

Among primitive peoples the squattir positii 
is favored. This utilizes the force of g) vity a 
allows the utmost power of the accessor, muse 
but if labour is at all prolonged it is e haust 
and it tends to bring about lacerations and pi 
lapse. The practice of delivering patiei in 
began only about 250 years ago, and said 
have originated with Mauriceau. Prio to t! 
time the obstetrical stool was used ev i irt 
days of the Pharaohs. 

The present practice in the teaching lospi 
of our medical school is to employ t - do 
posture, whereas years ago when the aditii 
of Edinburgh and the Rotunda were s ong 
left lateral was favored. Probably the iange 
for the better, and this writer would not liter 
present teaching, but it is well for an ob ietric 
to be versatile, and to have more than one str 
to his bow when difficulty presents ielf. 
would not be amiss for our students in ■ ostet: 
to see some deliveries effected in the lc l lati 
position by a practitioner skilled in that t. 


I 


I 
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Die: kli , Abbott’s new dietary supplement for 
Kg' nd lactating women, amply supplies 
the rail n and phosphorus so necessary for pro- 
luci ig i rigid structural substance in teeth and 
ion 3. I does this in the ratio which has been 
klilical proved the most efficient — approxi- 
pat to one. The third factor in calcium- 

bho-ili as metabolism is vitamin D, without 
wliii minerals, even when present in ade¬ 
quate amounts, cannot be properly absorbed and 
utilized for tooth and bone formation. Two 
Pt in capsules contain a sufficient amount 
oflitamin D in the form of viosterol to meet the 


daily requirements of nursing or pregnant women. 
Along with this, Dicaldimin also aids in protect¬ 
ing the mother against deficiencies of iron and 
vitamin B complex factors, which are now ad¬ 
mitted to be of common occurrence. The dosage 
should be adjusted to meet the needs of the in¬ 
dividual patient, of course. A suggested average 
dosage in pregnancy and lactation is one or 
two Dicaldimin capsules three times daily with 
meals. Dicaldimin is available in prescription 
pharmacies everywhere in bottles containing 100 
and 1000 capsules. Abbott Laboratories Limited, 
Montreal. 


Abbott's Dicaicium Phosphate with Vitamin D, Iron 
and Vitamin B Complex factors. 


REG. CAN. PAT. OFFj 


loth Dicaldimin Capsule contains: Dicalcium Phosphate Anhydrous, 725 mg. 
wiiochloride, 8 mg. . . . Riboflavin, 3 mg. . . . Nicotinamide, 12 mg. 


Ferrous Sulfate, 50 mg. . . . Thiamine 
. Vitamin D (Viosterol), 500 units. 
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powder 


'^Scicl 


with diastase and oil of peppermint. 


Packaged in 2 oz. tins with detachable labels, and 1 lb. cartons, 
Also in liquid form. 

Sample and literature on request 
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chest wall revealed some re-expansion of the lung 
and a normal bronchial tree. The latter was not 
entirely unexpected because sepsis does not de¬ 
velop as readily in lung compressed by air as in 
cases where the collapse is secondary to bronchial 
obstruction. 

Operation 

On the 23rd of March, 1948, the left hemithorax 
was entered through an anterior approach with 
the patient anaesthetized by the intratracheal 
method with positive pressure. The parietal 
pleura had a bluish color and appeared to be 
stretched. On passing through it the left lung was 
found to be about two-thirds collapsed. A cyst 
about 114 inches in diameter was seen projecting 
from the left apex. It was removed. Numerous 
smaller cysts were seen over the surface of all the 
lobes. One of these in the lower lobe was found 
to be torn. This was considered the cause of the 
pneumothorax. Because of the multiplicity of 
cysts removal of them all was out of the question. 
It was felt that recurrence of pneumothorax by 
future rupture of one of the cysts would be pre¬ 
vented if the visceral and parietal layers of pleura 
could be made to adhere to one another and thus 
obliterate the pleural space. Sterile talcum pow¬ 
der was dusted into the pleural space with the 
hope that a sterile effusion would ensue and 
result in adhesion formation. The lung was fe- 
expanded and a tube left extending into the pleural 
space to which a continuous suction pump was 
attached. X-ray films made a few days after 
operation showed that the lung remained ex¬ 
panded. 

Discussion 

Operation established the diagnosis in this case. 
Surgery is becoming more popular in the treatment 
of lung cysts. The cyst may be removed alone or 
a lobectomy or even pneumonectomy may be 
necessary. Attempts to treat the cyst by aspira¬ 
tion or drainage generally resuit in its becoming 
infected. 

By way of contrast with this case films of a 
59-year-old male patient from Deer Lodge Hos¬ 
pital were shown. In the latter case a large quan¬ 
tity of air with almost complete collapse of the 
right lung was known to have been present for at 
least four years. It had been found when the 
patient offered to enlist in the Veterans’ Guard. 
He had no symptoms or disability. A large balloon 
cyst of the right lung was suspected. Because 
removal was not contemplated a thoracoscopic 
•examination was done. This resulted in a beauti¬ 
ful demonstration of a huge lung cyst. The tip 
of the thoracoscope had pushed the cyst wall ahead 
of it and air which entered around the trocar in 
the chest wall accumulated in the pleural space. 
The cyst stood out as a thin walled air-containing 
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cavity of large size, surrounded by a thin layer o 
air in the pleural space. This cyst had apparent) 
caused considerable compression of the lower loi* 
and had replaced the upper lobe. 

With regard to the etiology it is gene: illysu 
mised that these cysts are congenital n origj 
but there is some evidence to suggest an acquire 
nature. 

Rupture, haemorrhage and infection are tl 
usual complications associated with cyst: 

Winnipeg General Hospitc 

Reported by J. W. Whiteford, M.D. 

A Case of Paget's Disease with Cor gestiv 
Heart Failure and Complicati ns 

Dr. F. G. Allison 

Dr. Allison presented the case of a r noil 
who was admitted to this hospital on Feb uaryl! 
1948, and died two weeks later. Five we ks prii 
to admission he had first noticed pain in re rig) 
ankle, radiating to the hip, aggravated b weigl 
bearing and movement. He also comp ined i 
shortness of breath for one year and npain 
hearing for an indefinite time. On exa linatio 
there was orthopnoea with distended m k veil 
and the liver was palpated a hand’s bre dth 1* 
neath the costal margin; there was al > saen 
pitting. Blood pressure was 130/60-70. /he Id 
tibia was bowed and irregular: in the so tissus 
of the right thigh there was a hard, ten< r mas 

Haemoglobin was 70%, white bloc i coni 
11,000, sedimentation rate 75 mms. Blood calcia 
was 10 mgm.%, blcod phosphates 5 mgm %,ad 
phosphatase 14.5 King units, and alkali ph« 
phatase 2,842 King units. Electrocardiog am % 
normal. X-ray of the chest showed an nlargi 
ment of the heart and a density in the ft lui 
field. Other X-rays showed widespread Page! 
disease and calcification in the soft tissi * tunic 
of the right thigh. 

Despite supportive treatment, includir saljt 
gan, etc., his blood urea nitrogen rapidly rose t 
94 and the man died on March 30, 1948. This*) 
a case of heart failure without evidence i 
coronary disease, mitral disease, or hype lensioi 
A high pulse pressure was combined with a to 
diastolic pressure, and in such cases four conditi® 
must be considered: (1) patent ductus ar eriosn 
(2) incompetence of the aortic valve, (3) arterii 
venous aneurysm, and (4) hyperthyroidisr As 
result of recent reports, a 5th condition is « 
added to this list—Paget’s disease. Approximate 
three years ago Edholm, Howarth and McMicte 
reported 50 cases of Paget’s disease complicated! 
heart failure. 30% of these shewed a high puli 
pressure with an enlarged heart similar to 
found in arterio-venous aneurysms. Their woii 
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■onst 't'd that the blood flow through bone 
gecied ■ Paget’s disease was in the neighbor- 
H of wenty times normal. It is postulated 
L in -■ h bone there are present multiple small 
Hjio-v :ous shunts, with consequent effect on 
Bjac i iput and eventual heart failure. Thus 

■ Ill hi rt failures with a high cardiac output 
3 aget's case should be considered. Further, 
■e c!i lalis lowers venous pressure and dc- 
■si.s cardiac output, it is contra-indicated 
pin ti tment of high output heart failure. 

■ D 1 D /. Penner remarked that Paget’s disease 

l a disc e of bone with an age incidence of 30 
|80 yc which is usually polyostotic but may 
feniim tic. There is a slight preponderance in 
hale- there is possibly a familial tendency, 
the i; ini -n sites in order cf frequency are pelvis, 
■mi lie, femur, skull and tibia. In the active 
kias t is rapid bone absorption with the for- 
Ition ascular fibrous connective tissue. Later 
|w sell ic bone is laid down. Fractures are the 
hmna)i complication. 10% of cases show the 
pelop: nt of osteogenic sarcoma, usually in a 
[ngl This case at autopsy showed (1) wide- 

Had ;et’s disease, (2) heart failure with no 
liac ion, (3) emphysema, (4) three primary 
pci of igenic sarcoma in sternum, vertebra and 
film widespread metastases, including a 

leti ; turner in the left lung. 

I Di A. Gardiner emphasized the common 
■plic. n of transverse fractures and noted 
pafl tin dmost always healed very easily. 

I D F. Perry briefly outlined the use of 
pos: i e estimations in the diagnosis and the 
merer ochniques employed by King and Bod- 
Hy. 

ID: ng, of Baltimore, Maryland, reported 

iavirn; , n a case of Paget’s disease in a child of 
hese entrance complaint was deafness, 
le also rted that Paget’s disease might present 
nth m if several symptom complexes, including 
1) Idea ess, (2) blindness, (3) superior orbital 
■re ndrome, and (4) platybasia. He also 
ptef th. it satisfactory results had been obtained 
bllov in; cerebellar decompression in platybasia. 

■mmon and Uncommon Conditions in 
Infancy 

[ D: Medovy presented a series of cases of dis- 
B' of infancy, with colored slides illustrating 

ach 

■ Subcutaneous fat necrosis of the newborn: 
condition is recognized by the presence of 

pas of induration of the skin and subcutaneous 
psu somewhat similar to frost-bite on palpation. 
Jareas have the consistency of hard tallow and 
*ot pit on pressure. Several causes have been 
fcfl as follows: 


(1) Forceps pressure applied during delivery. 

(2) The fat of the newborn melts at a higher 
temperature than that of an adult, containing 
about 20% less oleic acid. 

(3) Exposure to low temperatures has also been 
postulated as a cause. The treatment is expectant 
since the condition is benign and resolves spon¬ 
taneously within four to five months. 

2. Methaemoglobinaemia: This condition occurs 
in infants who are being given formula containing 
well water which has been contaminated by excess 
nitrates. This is commonest in children who re¬ 
ceive formulas with a relatively large amount of 
water, that is, formulas using powdered milk. This 
condition resolves spontaneously upon elimination 
of the contaminated water from the diet. Dr. 
Medovy reports seeing six cases personally during 
the last year and has had a further ten cases 
reported by letter. The diagnosis is made on ob¬ 
servation of the baby, which is cyanosed and has 
been on formula of well water; usually the blood 
is positive for methaemoglobin. 

3. Cystic hygroma of the neck: Several methods 
of treatment have been in use for this condition, 
including injection of sodium morrhuate to induce 
sclerosis and surgical excision of the cystic mass. 
Dr. Medovy reported a case of a newborn child 
which resolved spontaneously, leaving only a 
slight excess of skin in the area. 

4. This was a case of the baby of a diabetic 
mother born at the end of the 8th month of 
pregnancy, weighing 10 lbs. on delivery. Dr. 
Medovy noted that whenever the weight of the 
newborn infant is considered excessive the possi¬ 
bility of diabetes in the mother should be con¬ 
sidered, either at the time or as a possible 
eventuality. This infant was given glucose by 
mouth from birth to prevent possible insulin shock. 
On the third day sweating and slight twitching 
were noted, and on the fourth day the infant 
developed a temperature of 104. Physical exami¬ 
nation was negative except for a mild pharyngitis. 
Penicillin therapy was begun and the following 
day the temperature was normal. Occasional 
cough persisted even after discharge from the 
hospital. At 1 month of age the baby was noticed 
to have twitching of muscles and on the follow¬ 
ing day had a convulsion. It was investigated in 
hospital chiefly because of the likelihood of the 
convulsion being due to insulin shock. However, 
the blood sugar was normal and blood calcium 
was 5.2 mgms. The infant responded satisfactorily 
to treatment for tetany of the newborn. Dr. 
Medovy drew particular attention to the slight 
respiratory infeclion noted on the 4th day of life 
and reported the observation made by Priscilla 
White to the effect that atelectasis is a very com¬ 
mon complicaticn in infants of diabetic mothers 
•due to excessive sugar levels in the amniotic fluid. 





250 


The Manitoba Medical Review 


[May, lj| 


5. This was the case of a cretin diagnosed at 18 
months. At the time of diagnosis it had only 
two teeth, the hair was dry, the tongue was 
characteristic, and there was a large umbilical 
hernia. X-ray films of the wrists showed retarded 
growth to a level of 6 months. On treatment with 
thyroid this child improved rapidly and lost all 
physical stigmata, but in cases such as this where 
treatment is begun at a late date full restoration of 
mental capacity cannot be expected. 

6. A full term infant delivered normally was 
noted on delivery to have what appeared to be a 
scar extending on each side over the lateral aspect 
of the trunk, from the paravertebral region around 
to the mid-axillary line. This condition is termed 
aplasia cutis congenita. The cause is unknown 
but is thought to be of local vascular origin, 
although the adhesion of amniotic bands has also 
been considered. The condition may affect the 
full thickness of skin in any area or may appear 
only as a bald spot. Dr. Elinor Black who at¬ 
tended the confinement, reported that there was 
present in the placenta a calcified plaque, approxi¬ 
mately 5 cms. by .5 cms., situated about 10 inches 
from the placental margin. The cord had a vela- 
mentous insertion to the placenta and no vessels 
of any size ran to the plaque described above. On 
histological investigation this plaque proved to be 
the remnant of a parasitic twin and was not con¬ 
sidered to be related in any way to the congenital 
skin lesion. 

7. Dr. Medovy presented the picture of a re¬ 
latively new development in inhalation therapy 
of all kinds in infants, i.e., the oxydome, a plastic 
dome which covers the head and shoulders of the 
infant as it lies in its cot, into which may be led 
any gaseous mixture desired. It has been used 
chiefly for administration of oxygen and the 
aerosal administration of antibiotic drugs. 

8. This was the case of a male infant who ap¬ 
peared well until the age of 8 months, when he 
stopped eating. Shortly after this nystagmus was 
noted. He was first investigated in this hospital at 
the age of 3 years; at this time he weighed 16 
pounds and showed marked cachexia. Examina¬ 
tion showed a nystagmus with marked optic 
atrophy and a relatively large head. Bone de¬ 
velopment showed a level of approximately one 
year. X-ray studies "of the skull showed the sella 
turcica to be completely destroyed. A diagnosis 
was made of Simmond’s disease or pan hypo¬ 
pituitarism. This condition is relatively rare in 
■children, only one case under the age of 10 years 
being reported in a series of over 100. Several 
possible causes were postulated, including cyst 
or tumor of the mid-brain and craniopharyngioma. 
At autopsy an astrocytoma was discovered. 

9. A color film of the commonest type of case 
seen—normal baby. 


Discussion and Presentation of a Casei 
Pre-Frontal Leucotomy 

Dr. T. A. Pincock. Dr. G. Sisler. Dr. O. S. Won 
Dr. E. Johnson, Selkirk 
History by Dr. Sisler 

J. P. Age 66 years. Diagnosis: Mam deprt 
sive—depressed phase. 

Family History: Negative. 

Personal: Born in England in 1881. Came 
Canada in 1911 at age of 30 years. Grad 5 educ 
tion. Married in 1913. In 1917 his wife wascoi 
mitted to Selkirk Mental Hospital, whei _ she k 
been ever since with occasional paroles. Prior 
his first break-down in 1920 he was a treet t 
motorman — continued this intermittently m| 
1927—since then he has done odd jobs, .’ishwas 
ing, etc., and been on and off relief. 

Personality: Described as a quiet, ren ten 
pered, sensitive, worrying person who ndedl 
brood. Has been a heavy drinker to for t thin 
since 1917. 

Mental Illness: 

1920-1924—In Selkirk Hospital—show d blocl 
ing, decreased activity, delusions of pe ecutio 
olfactory and auditory hallucinations. 3 robatf 
as “improved,” manic depressive, dep ssed i 
catatonic stupor? 

1924-1946—Worried about his wife, iroode 
had frequent prolonged blue spells. Begar todrin 
heavily to relieve these but found that did a 
help much. 

Sept.-Oct. 19, 1946—Admitted to psyc >:paths 
very depressed, agitated, self-accusatory, aid tki 
“God had put the world’s weight of n upo 
him”; he felt he was being punished for rinkii 
innumerable sins, causing his wife’s ill: ss, et 
lost interest in personal hygiene refuse to e( 
Some response to electric shock therapy b it sysi] 
toms recurred about two weeks after his c ! scharj 

March-April, 1947—Again extremely cl press 
almost stuporous. Symptoms as befoi —tren 
bling, speaking in monosyllables. Lost ; 1 syn 
toms of depression after 12 electri shot 
treatments. 

May 19, 1947—Readmitted—-symptom? had 
curred only a few days after the last di? harg 
as before, tense, fearful, bit his finger nai's to 
quick, occasionally asked in a weak voice tor tre 
ment, preoccupied and ignored any at; mpt 
conversation. Physical status normal Bio 
pressure 130/75; fundi normal; slight radial arti 
thickening; chest emphysematous. 

Aug. 11, 1947 — Pre-frontal leucotomy. 1 
mained here until Sept. 17, 1947, when sent 
Selkirk Hospital for convalescence. 

Smooth post-operative course; was ud on 
5th day. Tended to be careless of his habits, s 
ing his clothes; acted in a rather silly man: 
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ji] n g .Us of toilet paper after him, removing 
[J p an t.s on the ward, etc. The depression and 
1 gjt:itio: vas replaced by a mild aphoria and dis- 
LL, st his situation. He whistled to himself, 
Clay d ,ls alone, said he didn't care what hap- 
H. nim. An attempt was made to do an 
H on optember 3, 1947, 3V 2 weeks post-oper- 
■ \ he was too uninterested in the test 

nali 'ia > obtain a valid result—an I.Q. of 73. 
Bjyb. 1948—514 months post-operative. A 

syc 0 I 1 cal test for gross organic brain disease 
|L,]e, 10 indication of this. An intelligence 

> s t, in hich the patient co-operated well, re¬ 
eled normal intelligence. The patient, who 
ia| lice lischarged from Selkirk on Feb. 14, 1948, 
eennid ite well in all respects. Since leaving 
Osp tal had stayed with his daughter and she 
gpo: 1 ( iat he is cheerful, helps about the home, 
Iwjeps walk, etc. He is no longer tense, de- 
fcres ' irritable and does not bite his finger- 
mils: i memory is good and he can play crib- 
pagi w Physically he looks well and has put 
onlccn cable weight, is cheerful, active, and 
Ingagcs adily in conversation. He complains of 
tiothe;; he or weakness, is well orientated; he 
fees s ; depression and his feelings of guilt and 
hope 1 1 ss, and says they were due to worry 

bvc: hi", wife in Selkirk but that he has recon- 
Kiled hi self to this now. 

HDi icock reviewed the history cf pre-frontal 
He In: in the treatment of mental disease, 

lolling ■ following points: Fulton and Jacobson, 
bf pale 11 st observed the effect of interruption 
of Irani lebe pathways in the chimpanzee and 
Sts Ire ise of frustration. Next he noted that 
Brin :n reported the observation of a case of 
remiiv ,f the frontal lobe for tumor. Finally in 
|94i: h workers in several centres, notably Free- 


been found useful are (1) excessive compulsive 
states, (2) tension states, including chronic psycho¬ 
neurosis, (3) involutional states, and (4) certain 
types of schizophrenia. To date there is little 
evidence that the operation benefits patients suf¬ 
fering from epilepsy or those in the criminal 
psychopath group. 

The second use of pre-frontal leucotomy is in 
the treatment of intractable pain due to a variety 
of conditions, including carcinoma, phantom limb, 
causalgla, tabes, etc. The operation does not re¬ 
duce sensitivity to pain but it alters the attitude 
of the patients to such an extent that they are 
able to accept it more easily. It is chiefly of value 
in the treatment of those patients in whom the 
fear of pain is worse than the pain itself. It is 
expected that this operation will prove useful 
chiefly in the re-habilitation of patients to such 
an extent that they will become at least partially 
self-supporting and will reduce the number re¬ 
quiring institutional care. 

Dr. E. Johnson, of Selkirk Mental Hospital, re¬ 
ported on the post-operative course of the patient 
mentioned above. He noted that this patient 
received no special care or re-education, and that 
for two weeks he was sloppy and generally care¬ 
less about his dress and appearance. His condition 
gradually improved, and on discharge he was 
behaving in a normal fashion. Dr. Johnson re¬ 
emphasized the effect of the operation in divorcing 
ideas from emotions. 

Dr. O. S. Waugh outlined briefly the surgical 
technique employed to achieve these results. 

Question: Is post-operative epilepsy ever en¬ 
countered? 

Answer: Yes, it is a definite risk which must 
be accepted when considering an operation of this 
kind, although the incidence is low. 


nai ar Watts in America, undertook operative 
eel 'in f tracts connecting the frontal poles of 
Mbi : with the thalmus. Of the original group 
©on ich this operation was performed, ap- 
ironm; lely half were improved to such an extent 
hai tin were able to resume employment and 
ol the emainder the majority were improved 
Wficiei ily to live at home; the minority remained 
fcsOulinnal problems. 

■Tin general effect of this operation is a 
Baching” of the emotional tone. Immediately 
following operation the behaviour is immature, 
put npreves gradually to a cheerful, affectionate, 
hlaiivi ly uninhibited state. Freeman and Watts 
■Ululated that the operation temporarily destroys 
■ faculties of foresight and hindsight, and that 
Hsc are never completely restored. Surgical 
fcteilerence is felt to be justified if mental func- 
Kon is perverted and abnormal emotion is attached 
r his function, e.g., self-accusation, self-pity, etc. 
W general groups in which the operaticn has 


Deer Lodge Hospital 

Reported by P. T. Green, M.D. 

Clinico-Pathological Conference No. 28 

Born 1897. Worked as carpenter and farmer. 
In army in First World War. Had varicose 
veins ligated. 

1912—Varicose veins tied. 

1918—Dicharged from army, complained of 
myalgic pains in shoulder girdle, dyspnea, and fre¬ 
quency of urination. Pensioned 10% for myositis. 
Urine normal. 

1928—Investigated for frequency and urgency. 
Urine negative. Concentrated up to 1.025. Urine 
negative. BP 140/70. Pension reduced. 

1931— Pensions re-instated because of osteoarth¬ 
ritis of back; complained of pains in limbs and back 
worse in wet weather. X-ray showed lipping. 

1932— Admitted because of general aches and 
pains. Myositis and osteoarthritis diagnosed. 
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1935—Re-admitted because of pain and swell¬ 
ing of knees. X-ray showed osteoarthritic changes 
there. 

1939—Recurrence of knee complaints. 

7/2/47—Admitted to surgery because of infected 
left hand. Urine specific gravity 1.022; .02% 
albumin; moderate numbers of white blood cells. 
He had been complaining of some deafness for 
two years. Audiogram showed mixed deafness; 
given hearing aid. 

18/10/47—Admitted complaining of poor urinary 
stream; difficulty in starting stream; terminal 
dribbling; suprapubic tenderness and discomfort; 
nocturia 5x, getting worse. Some vague epigastric 
fulness after meals. 

An alert old man; good nutrition. Dorsal 
kyphosis; pulmonary emphysema; rhonchi left 
base; BP 135/70. Prostate slightly enlarged. 

Chest plate—Hilar shadows somewhat accen¬ 
tuated; linear increase in density both bases. Hb 
91%; specific gravity of urine 1.012; Albumin 0.1%. 
B.U.N. 14.4 mg%. 

I.V.P. showed poor concentration of the dye. 
E.K.G. reported as probably normal. Gall Bladder 
visualization normal. Ba. series normal. 

It was felt that this man had a benign prostatic 
hypertrophy, and a punch was done 6/11/47. There 
was a moderate amount of bleeding following the 
punch. Shortly afterwards he complained of sub- 
sternal uneasiness and anorexia. General malaise. 
He was not eating or drinking much, and was 
vomiting occasionally. Prior to operation (same 
day) Hgb 89%; WBC 5.5; Urine—S.G. 1.008; Alb. 
0 . 1 %. 

21/11/47—Intake 2160cc, output 2640. Hgb 
65%; Vomiting. Blood in urine. 

26/11/47—B.U.N. 75 mg% C02 Combining 
Power 33 vols%; Hematuria. Given 500 cc. molar 
lactate; and 500 cc. 5% glucose in water b.i.d. 

30/11/47—Intake 2800 cc. Output 1260. Trans¬ 
fused. 

3/12/47—Complaints as before. C02 71 vols%; 
B.U.N. 90.9 mg%; Intake 2000, output 440. Hb 
60%. 

6/12/47—Still blood in urine. Prothrombin 
60%; B.U.N. 90 mg%; Hb 37%; RBC 1.66; creatinine 
18.8; Vomiting. 

7/12/47—Hyperphnea; mentally not too clear. 
Intake 2500. Output 855. Rhonchi throughout 
chest. HB 31% RBC 1.57; WBC 21.0; Hematocrit 
14%; chlorides 593, as NaCl. BUN 95 mg%. 

10/12/47—Tongue dry; very dyspneic; noisy 
respirations; stuporous; some faintly twitching 
movements seen of limbs. Intake 2700; output 
780; Hb 35%; Platelets 100,000. Smears are diffi¬ 
cult to make. Will not smear out well. Cells are 
rather pyknotic. Differential shows 43% polys; 
54% lymphs; 1% eos.; 1% monos; 3% normoblasts 
are seen per 100 wbc. 


[ v ,;«Mo 


Patient became comatose and died in J 
12/12/47. 

Discussion 

The problem is that of a man, aged 72 yeaj 
who first complained of urinary symptoms, vj 
frequency, at the age of 43 and who, at the aj 
of 72, died following a transurethral resection, 

Ten years following his initial coi, - plaint 
frequency, he was investigated for freqi ency 
urgency. We learn that his blood pre; sure jj 
urine were normal. His next five admissions 
hospital were for other complaints, mosily inj 
nature of degenerative joint disease. In ebruai 
1947, urine analysis showed. 02% albumin and| 
moderate number of W.B.C. Thus, over a pei 
of 19 years, there is no mention of urir u-ycoi 
plaints and we do not know if they lersisti 
recurred, or onset just before his final Imissii 

On his final admission, his compk its of 
poor stream, difficulty starting, drib! mg j 
nocturia are those of any lesion causin bladi 
neck obstruction. The suprapubic tendc nessa 
discomfort, together with marked noctv a, coi 
mean an associated cystitis. As there i no mi 
tion of hematuria, tuberculosis or Schis’ somia 
are unlikely causes, pyogenic infection eing 
probable cause. The mention of vague pigasl 
fulness is of little diagnostic help, bu is of 
associated with chronic urinary sepsis. 

Investigation then revealed a slightly nlar^ 
prostate, a urine of low specific grav y, 
albumin, and a BUN of 14 mgm %. TneJ.V. 
showed poor dye concentration. At t s poi 
some information about microscopic urin ami 
of residual urine and renal function wo ild hi 
been of interest. Cystoscopy and study >f up 
urinary tract wfere not done—possibly c nsidei 
inadvisable. 

The possible causes of the bladder eck 
struction may then have been: 

(1 Benign Hyperplasia —If the sympti ns wi 
persistently present from 1918, it was unc >ubt« 
present to a degree. 

(2) Carcinoma —Although not expec d fa 
the findings, the patient was in the i ght 
group and no investigation for evidence r ■ seconj 
ary tumor formation was done. Bone nu tast 
might have been picked up—or missed—dui 
the course of I.V.P. or Ba series. The ) port 
the material from the resection is not given, 
5-15% of presumably benign prestates, coni 
malignant nodules. Hemorrhage, especially 
ondary, is much more common following re 
tion of a prostate for malignancy than for beif 
hyperplasia. 

(3) Median Fibrous Bar — Could have t* 
causing symptoms. Again carcinoma is not r 
out. 
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|( 4 ) Prostatitis, Tuberculosis and Sarcoma can 

I -eadi.; ruled out. 

) Blcrlder Tumor, calculus, or diverticulum are 
sior My causes of bladder neck obstruction. 
ior id calculus are unlikely in the absence 
em; la and evidence of calculi in the upper 
ary ct. Diverticulum can only be diagnosed 
cti\ so we cannot rule it out. As a cause of 
der eck obstruction, alone, it is rare, but 
lly ompanied by another cause. Calculi in 
di\ ticulum, with hematuria frequently 

reo atively then, we have evidence of 
»n. ssibly malignant prostatic obstruction, 
fritl. in y iract infection and impaired kidney 

Ktior 

■Foil mg operation, he suffered moderate 
lee; in: id vague constitutional symptoms—gen¬ 
ial n. : -e. substernal uneasiness, anorexia, and 
Hsioi vomiting. We are not told what hap- 
led l 14 days, but on the 15th post-operative 
lay he vomiting; his output was good, and he 
iad bleu -gross? micro? in urine. His hemoglobin 
lad d d 24 points. On the 20th post-operative 
lay, he ill had some degree of hematuria and 
■wed rked evidence of nitrogenous retention 
■ aci is. The possible causes for the latter 
fre: 

I (Is it there was present a pre-existing 
■mic omenulonephritis—there is no evidence 

jr thi: 

developed an acute glomenulonephritis 
■-op; i ively. There were none of the cardinal 
■s: ded and his output remained fairly high 

■1 tei inally. 

1(3) iignant hypertension—he had a normal 
■ope; ive B.P. had no signs of heart failure, 
vithin five weeks. We have no informa- 
ion a b t eye grounds. 

1(4) a result of bleeding, he developed a pre- 
■1 a: i emia. Against this are the facts that the 
leeb nt; was not sudden and massive and oliguria 
jvplopwl terminally. 

1(5) I'l iial failui’e occurred as a result of trans- 
that he received sulfonamide therapy, 
■se conditions are both accompanied by anuria. 
1(6) That he suffered a progression of a pre- 
|us mild pyelonephritis with extensive impair- 
int of kidney function. This is the most prob¬ 
es explanation. 

1(7) The presence of previous congenital anoma¬ 
ly such as polycystic kidneys, is unlikely, in the 
lence of palpable abdominal mass or abnor- 
Bty in the I.V.P. 

IThe cause of the post-operative bleeding is 
■cult to evaluate, as we do not know how much 
Burred. It is mentioned a number of times, and 
I s persistent at least from the 26 Nov. to Dec. 3. 
I s could have had, first: Local Cause —from the 


operative site, from a severe cystitis, or a local 
vascular lesion, such as a hemangioma. Or, it 
could have originated in the kidney with the cause 
of the uremic picture. If this were pyelonephritis, 
it is unlikely. Thrombosis of the renal vein giving 
hematuria usually occurs in heart failure, and is 
accompanied by pain—and apparently this was 
painless bleeding. Congenital defects can again be 
excluded with fair certainty. A Systemic cause, 
such as the blood dyscrasias, cannot be ruled out, as 
there were no pre-operative blood studies done. 
However, there is no mention of purpuric or other 
manifestations associated with these diseases. The 
probable cause of the bleeding was at the operative 
site, or in the bladder. 

Development of a profound post-operative 
anemia in one month remains to be explained. 

It resulted from bleeding. Hgb. pre-operative 
was 89%, no R.B.C. was done. He thus had a mild 
pre-operative anaemia, in the absence of any known 
bleeding. As no idea of the amount of bleeding 
can be formed, we must assume it was a factor, 
especially in the terminal week, when Hgb. drop¬ 
ped _29%. To explain the pre-operative anemia, 
and the apparent failure of transfusion to in¬ 
fluence the downward course, chronic urinary 
sepsis plus onset of uremia was undoubtedly a 
factor. The appearance of normoblasts in th< 
blood smear, and W.B.C. of 21.0, may have been 
a terminal phenomenon, or a result of hemolysis, 
which is said to occur in uremia, or a leukemoid 
reaction which, together with normoblasts and a 
low platelet count points to a myelopthisic anemia. 
As there is no mention of jaundice or other signs 
of hemolytic anaemia, a myelopthisic type second¬ 
ary to carcinomatous metastases is a very good 
possibility. The low prothrombin time can only 
be explained on a nutritional basis plus bleeding. 

Finally, there are the blood chemical changes 
to explain. On the 20th post-operative day he 
showed evidence of nitrogenous retention and 
acidosis; and a low c.o.., c.p. i.e. compensated alkali 
deficit. In spite of clinical progression, his c.o., 
c.p. one week later would indicate an alkalosis. 
There is little doubt he was in profound acidosis, 
but due to failure to eliminate c.o., (emphysema 
and respiratory depression) his blood alkali under¬ 
went a compensatory rise. 

Summary 

A 73-year-old man, with slight anemia, emphy¬ 
sema, and early signs of decreased kidney function, 
probably due to chronic pyelonephritis, under¬ 
went a transurethral resection for benign hyper¬ 
plasia, possibly prostatic malignancy. Post-oper- 
atively he developed a profound anemia, due to 
bleeding, onset of uremia, and the presence of 
carcinomatous metastases in bone. The uremia 
progressed to death in coma. 
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Post Mortem Findings—General Description 

The body was that of a well developed and 
well nourished adult male of 73 years of age and 
5 feet 10 inches in length. 

The pupils were equal and measured 4 mm. The 
face was pale and there was dried blood at the 
angles of the mouth. The tongue was coated and 
bloody and there had been multiple small hemor¬ 
rhages from the mucous membrane of the tongue, 
hard palate and cheeks. 

The anterior posterior diameter of the chest 
was increased. 

There was pitting edema of the legs over the 
tibia and ankles. 

Thoracic Cavity 

There was 240 cc. of straw colored fluid present 
in the left pleural cavity and the apex was ad¬ 
herent with a few adhesions. 

The right lung weighed 1089 gms. and the left 
lung weighed 730 gms. 

The lower lobe of the left lung was congested 
and on sectioning bloody fluid was expressed from 
the cut surface but no beads of pus. There appeared 
to be areas of infiltration scattered throughout 
the lower lobe. The upper lobe was dry and 
crepitant. 

Abdominal Cavity 

There was a circular, irregular, white mass 1.5 
cms. in diameter in the wall of the stomach at 
the level of the aesophagus and about midway 
between the lesser and greater curvature. It was 
covered with mucosa. 

The liver weighed 2325 gms. and had a yellow¬ 
ish with brown mottling color and appeared 
greasy. 

The spleen weighed 240 gms. and was fibrous 
and dry. 

The left kidney weighed 198 gms. and the right 
180 gms. and both appeared pale with scattered 
areas of injected blood vessels. The cortex was 
pale and widened and the medulla narrowed. 

Microscopic Findings 

Heart—Section shows nothing of note. 

R. Lung—The whole section is densely infil¬ 
trated by polymorph leucocytes and some plas- 
macytes which fill the alveoli. 

L. Lung—Section shows atelectasis and mini¬ 
mal edema. 

Liver—Section shows widespread infiltration 
of tumor cells with nodular masses in places. The 
cells resemble plasmacytes with typical cartwheel 
nucleus and acidophilic protoplasm. 

Bone Marrow—Smear taken at autopsy con¬ 
sists chiefly of plasmacytes. 

Spleen—The malphigian areas cannot be dis¬ 
tinguished. The section is widely infiltrated by 
plasmacytes which fill the sinuses and in places 
form dense masses of plasmacytes. 


[May, isj 


Pancreas—There is scattered and n pi i(j 
dense infiltration by tumor cells simil; ■ to [ ro . 
seen in other locations us described abu 

Stomach—Section of a tumor nodule or, tj 
wall shows tumor cells similar lo those bovei 
scribed with typical appearance of pi ma ceil 
These are hyperchromatic larger cells mi t' K 
are mitotic figures present. The tumor lies a 
tirely beneath the mucosa which is no: invade 
There is also a small leiomy >ma in the all. 

Adrenals—Section shows nothing ot r te. 

Appendix—Section shows the lumer filled l 
fatty aerolar tissue. 

Kidneys—Sections show widespread infiltr 
tion by lymphocytes, eosinophils, polyn phs an 
plasmacytes. Many of the collecting t tiles a 
filled with cellular granular casts. 9 ere is 
marked presence of pink hyaline fill dilati 
collecting tubules in many of which fc gn bod 
giant cells are found. Some of the glo nili ai 
fibrosed, others are hyaline, but ch ages m 
striking. The walls of the collecting tu s sho 
necrosis of the epithelium in many tub 

Prostate—Sections show benign prost; v hypei 
trophy. 

Myeloma 

Multiple myeloma was first describe in 111 
under the term “mollifies ossium” by clntyr 
Since then the disease has been observed ithcoi 
siderable frequency. It is a disease o old aj 
and hence becomes more common as tl averai 
age of the population increases. As the is *e 
indication that therapy of a reasonably iiectii 
nature is being developed, diagnosis i: of moi 
than academic interest. The physician ill hai 
to become more myeloma conscious, as h panel 1 
enter the older age brackets. 

The disease can be regarded as a aligns 
degeneration involving the plasma cells— < or:;: 
of these cells is still somewhat in doubt. 

The disease effects males somewhat r ire tha 
females, and is seen particularly in the )-60 '& 
group, although it does occur in younger patienl 
Most cases appear to arise in the bone marroi 
but extramedullary plasmocytomas also 
will be discussed below. 

The disease may be drawn to the pi ysiciai 
attention by symptoms referable to one ( sever 
systems: 

1. Skeletal 

The patients often present themselves coi 
plaining of general rheumatic aches ar d pain 
Pain in the chest or back is the predominant sym] 
tom in 86% of cases. This pain is often dated t 
some traumatic incident. It is slowly, bu steadi! 
progressive, like the pain of metastatic ms :gnanc; 
but unlike the latter does not tend to become woe 
at night. 
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I Locn' one tenderness is found in many cases 
e n in e absence of fractures. These fractures 
;ur ii t>% of cases, not including compression 
Lure.' of the vertebrae. These later fractures 
Luce >ot pains and paraplegia in 14% of cases, 
e th ;cic cage may become deformed, pro- 
cing e dorsal kyphosis of emphysema, with 
jgh a 1 dyspnea. 

Bon, 'umors may appear, especially in the 
ill a lat bones and also in the shafts of long 

Hem logical 

I Prot -sive, refractory anemia with its weak- 
ss. n ,aise, and loss of weight may be the 
Lent complaint. In some cases bleeding 
enon on are seen and are often not associated 
th a disturbance in bleeding and clotting 
lies, there may be absence of clot retrac- 
n this occurs there is almost always a 
Wise n globulin. 

3. Rene 

■Pro,! ssive renal failure, ending in uremia is 
Ipthei lanifestation of this disease. These cases 
re as 1 ly associated with presence of Bence- 
Hies oteinuria, and at autopsy there is a 
kaithogi ionic renal lesion found—The glomeruli 
are fair normal, but the tubules are plugged with 
hyaline lists and foreign body giant cells are seen 
about t 'se. 

4. Bclit { Myelomas 

■ In ! occasions a solitary myeloma tumor is 
bund , side the marrow. Most often these occur 
inpe r ;opharynx. (The first case was described 
■1901 About 50% of these are malignant, and 
Hd to ath within two years in spite of extirpa- 
Bn. ai x-ray radiation. The next commonest 
K is e conjunctiva, and there is a good prog- 
Bsis ir hese cases as a rule. 

■|Rari . other sites are involved. Six cases 
■ve b< n reported in the stomach—interestingly 
Bough one was recently discovered at the St. 
Bnifa, Hospital. 

Diagnosis 

■ The arly diagnosis is based on sternal punc- 
■e, uuien there is seen an increase in plasma 
Blls. Plasma cells in the marrow are also in- 
Based n other diseases, notably liver cirrhosis, 
Ifcoicl is; secondary malignancy; lymphogranu- 
Bna venereum. However, these are normal plasma 
Bis, whereas in myeloma the plasma cells are 
Smorn- I being larger, having larger nuclei, often 
P 11 iple nuclei; no Hof, more vauolated cysto- 
phsm, more open nuclear pattern, and at least 
pc nucleolus, and usually this is a large nucleolus, 
T general characteristic of malignant cells. The 
jtoplasm also seems to be shed off from these 
pis more readily than normal. 


The marrow puncture will often make the 
diagnosis a year before x-ray of the bones show 
any changes. 

Bence-Jones proteinuria is also a suggestive 
finding. This can occur in other bone marrow 
lesions, however. 

Hyperproteinemia, with great increase in the 
globulin fraction is a characteristic finding of 
this disease. The red cells tend to agglutinate, and 
it may be very difficult to count them in a count¬ 
ing chamber because of this. The sedimentation 
rate is rapid, almost always being over 100 mm/hr. 
and almost never under 40 mm/hr. The peripheral 
smears may show a characteristic greasy texture 
on smearing and there is a bluish background 
when stained. Plasma cells may be seen peri¬ 
pherally. 

These cases have been called “plasma cell 
leucemias” but are probably all advanced cases of 
myeloma. Associated with the high serum pro¬ 
tein is a high serum calcium. Alkaline Phos¬ 
phatase may be somewhat elevated. 

Diagnosis 

This disease should be suspected if: 

(1) Multiple bone tumors are found. 

(2) Pathological fracture occurs, especially of 
ribs. 

(3) Excretion of Bence-Jones protein. 

(4) Lumbar pain with signs of early para¬ 
plegia. 

(5) Unexplained increasing refractory 
anemia. 

(6) “Chronic Nephritis” and nitrogen reten¬ 
tion with normal blood pressure. 

Confirmation—Sternal puncture; X-ray. 

Treatment 

Because of the hyperglobulinemia in this 
disease, which resembles that seen in Kala-arar, 
it was decided to try the same drugs effective in 
this later disease here. It was found that the 
diamidines-stilbamidine and pentamidine (which, 
incidentally do not contain antimony) were effec¬ 
tive in producing regression of the tumors and 
of symptoms when used in myeloma. Interesting 
morphological changes are also seen in the plasma 
cells during this treatment. While the disease is 
not cured, still some patients are relieved of symp¬ 
toms and can go along comfortably for undeter¬ 
mined periods of time. It should be pointed out 
that these drugs are only effective when the 
patient is on a protein deficient diet. One case 
has also been reported, that was relieved by 
urethane. 

Further developments are expected in this 
field. 
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VITAMIN D IN MASSIVE DOSES FOR THE 
TREATMENT OF CHRONIC ARTHRITIS 

"OSTOFORTE 
COMPOUND 


be continued for at least 3 months in 
order to establish its usefulness. 
After that, a single dose may be 
estimated, which will hold the 
patient in remission and maintain 
progress. Adjunctive treatment such 
as rest, splints, massage, diathermy, 
correction of bowel habits and 
elimination of foci of infection 
should be employed where indicated. 


(S.E.C. No. 671 "SraMt") 

Current clinical observation is lead¬ 
ing increasing numbers of physicians 
to prescribe massive doses of Vitam¬ 
in D for the treatment of chronic 
arthritis. While entirely empirical, 
such therapy has definitely proved 
beneficial in a great number of cases, 
especially of rheumatoid arthritis. 
Many arthritic patients are of 
necessity confined indoors. For 
therapeutic reasons their diet may 
be restricted or their appetites 
diminished due to physical inacti¬ 
vity. Ostoforte Compound capsules 
supply massive doses of Vitamin D, 
and in addition, adequate amounts of 
other essential vitamins. 


CTtaifi 




OSTOFORTE 

COMPOUND 


FORMULA 


Per Capsule 


Vitamin D 50,000 Int. Units 

Vitamin A . ... 1,666 Int. Units 

Thiamine HCI (Vitamin B 1 ) 0.67 mg. 

Riboflavin (Vitamin B 2 ) 1.00 mg. 

Niacinamide .... 6.67 mg. 

Ascorbic Acid (Vitamin C) 15.00 mg. 


(S.E.C. No. 671 "Sas si") 

Boxes of 50 and 100 capsules 

For those patients whose 
diet is considered adequate 

“OSTOFORTE” 


TREATMENT 


(S.E.C. No. 651 -fcjf) 


One Ostoforte Compound capsule 
per day, gradually increasing to the 
effective dose which may be 4 to 
6 capsules daily, depending on the 
patient’s response and toleration. 
Of course, response will vary with 
the individual, but treatment should 


Boxes of 50 and 100 capsules 

IMPORTANT: Cardiovascular and renal dis¬ 
eases are considered contra-indications. 
Ostoforte or Ostoforte Compound capsules 
should not be administered to children. 

Ckaxt&d &eftCK*!>t&(3o. 


MONTREAL 


CANADA 
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Medico-Historical 


J. C. Hossack, M.D. 


I Medicine in Egypt 

The rst medical men whose names we know 
re Ei ptians and the first medical writings were 
in hie) < lyphics. One is tempted to remark that 
I all es doctors have preferred this form of 
pting nd still do, judging by their usual cali- 
ftph\ Somewhere around 3000 B.C. there 

Juris I a physician by the name of Sekheten- 

■ch o 'horn we know only that he “healed the 
ftg's t strils.” Much better known is the name 
|lmh p who was vizier, architect and physician 
■ the :araoh Zoser. If we travel to Sakkarah 
ft car ill see evidence of his architectural skill 
■ the p Pyramid the oldest of all the pyramids, 

ftrhai. because of his position he received credit 
Bt all ogether his due but he appears to have 
been ilful physician, so skilful indeed that in 
Inn h became deified and many Egyptians in¬ 
cluded m among their household gods. In fact 
■ the nion of some modern authorities, to him 

Ithei ;an to Aesculapius should be given the 
jjitie of ither of Medicine, 
limb ep was, in a sense, the only god of 
edici All the gods and goddesses, however, 
ere ncerned with healing if for no other 
ason ban the fact that every part of the body 
as a- dated with a god or a goddess. There 
e e.v it lists of organs and parts of the body— 
23 in case, 36 in another—with the names of 
ft su, vising deities. Each list ends with the 
words rere is no part of the body without a god.” 
I was lerefore not uncommon to invoke the aid 
bfsevejal deities and so we find, for example, in 
ft in tation “O Horus, O Ra, O Queb, O Osiris, 
Ish O Hek, O Nut.” One can imagine the 
ilaspii lies a modern medical student would 
■mini when coming to the last three! One should 
ftntifii!. however, that one god—the ibis-headed 
■otb -did have some claim to medical recognition 
ir tin story goes that a priest walking by the 
Bile saw an ibis (doubtless suffering from in- 
ftstinai sluggishness) fill its long curved beak 
ftth water and discharge the contents into its 
fttum. Thus was born the clyster or enema. 

I Now before we can properly comprehend 
ftdical treatment as applied by the ancient 
ftyptians we must first of all have some under¬ 
standing of their conceptions of sickness and death, 
■lose were completely different from the ideas 
held by ourselves. To us magic has no place in 
etiology and sickness we know may lead to death, 
■oreover we realize that death comes in time to 
all of us What, if anything, lies beyond the grave 
r e do not know although it is the subject of 


earnest thought. To the ancient Egyptian magic 
and violence were the sole causes of sickness. 
Sickness, moreover did not lead to death. Indeed 
in a sense there was no death. The “dead” king 
lived and was spoken of and written about as 
living. “Have ye said that he is dead? He dieth 
not.” Even the words “dead” and “death” were 
avoided. The dead were referred to as “those 
yonder” and death as “attaining blessedness” or 
“passing away.” These expressions seem so mod¬ 
ern for nowadays, also, people do not “die,” they 
“pass away” or “depart.” But, to the Egyptian, 
death was merely an act of translation to another 
sphere, in the case of the noble to the skies, in the 
case of the ignoble to the underworld. Death in 
this sense was recognized to exist. It came as a 
breath which entered the left ear. (Through the 
right ear came the breath of life). Death was, 
therefore, an invisible influence which was ulti¬ 
mately responsible for a change in the form of life 
and which could also cause sickness. Although it 
was an inevitable end bringing in its train super¬ 
natural bliss in a state of immortality yet there 
was no desire on the part of any Egyptian to 
accept it if it could be postponed. Hence the use 
of red amulets, magically equivalent to blood and 
of yellow objects, magically equivalent to the sun 
—both life givers. This has been explained in 
‘Magic and Medicine.” 

Although death was regarded as a cause of 
sickness there was no thought of contagion as we 
understand it. It was rather a spiritual affair in 
which the spirit of dead men or women might 
afflict the living. This was the reason why no 
one, including physicians, would willingly touch a 
dead body except the embalmc-rs. Although the 
practice of embalming was appbed to animals as 
well as to human beings and was universal, yet 
the physicians had no opportunity to see the pro¬ 
cess and for that reason there was little knowledge 
of anatomy. Handling the dead resulted in the 
practical ostracism of the Egyptian undertakers. 
This was not due to any respect for the dead but 
rather to the belief that even indirect contact with 
a corpse was hurtful to the living. 

The Egyptian belief in immortality was pro¬ 
found and universal. In no other race have people 
so lived only to die. It was a purely physical im¬ 
mortality that was looked for and believed in. 
The belief doubtless had its origin in the almost 
perfect preservation of the bodies uncovered by 
jackals or by the shifting of the sands which 
covered the desert graves. Efforts were bent to 
preserve the bodies still more completely and 
gradually there developed an elaborate system of 
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funerary rites. Although these rites are scarcely 
a medical topic the strange and unique process of 
embalmment is worth a note. 

The undertakers of those days were priests 
and the office was hereditary. They had no 
“parlours” but erected a booth or tent near the 
tomb and to this was borne the corpse. It was 
laid upon a table and stripped, after which an 
instrument was forced through the left nostril and 
into the brain which was then removed piecemeal. 
Next a long incision was made in the left side of 
the abdomen and through this were removed first 
the abdominal viscera and then the lungs. The 
heart was left in situ. Following this the body 
was doubled up and thrust into a jar of brine up 
to the neck. The head was covered with a resinous 
paste which prevented decomposition. The body 
lay thus for 70 days after which it was removed, 
washed and straightened. Little was now left 
save skin, bone and shrunken muscles, and this 
was put in a desiccating chamber where it re¬ 
mained until it was quite dry. In order to restore 
the fullness of the body, limbs and face, sand, 
mud or other packing was forced through incisions 
or pressed into cavities. Next molted resin was 
poured into and over the body until every crevice 
was filled. Then the cranium was packed with 
strips of resin-soaked linen and, after another ap¬ 
plication of resin, bandages were applied to the 
trunk and extremities. There were many swath- 
ings of bandages rendered adherent by the applica¬ 
tion of gum. During the process a priest recited 
chapters from the Book of the Dead and at ap¬ 
propriate times and places amulets were placed 
upon the mummy. While the embalmers were 
busy, the tomb and coffin-cases were being pre¬ 
pared, the latter bearing over the face a portrait 
mask as accurate as possible. A great deal de¬ 
pended upon the mummy being recognizable. The 
encoffined mummy was next stood erect for the 
ceremony of the “opening of the mouth” which 
magically enabled the dead man to live, eat and 
drink in his new world. Following this the 
mummy was carried into his tomb. In the case 
of kings and nobles elaborate precautions were 
taken to hide the entrance and protect the tomb 
from robbers who, however, seldom failed to smell 
out gold and get possession of it. Of the hundreds 
of tombs which modern archeologists have dis¬ 
covered only one or two have been found intact 
and the vast riches stored in that of the young 
Pharaoh Tutankhamen is evidence of the enormous 
amount of gold, jewels, and other precious objects 
which must have filled the tomb of long-reigning 
kings such as Thotmes III or Rameses II for all 
a Pharaoh’s wealth was buried with him. 

Apart from injury, and sometimes even then, 
magic was the accepted cause of disease. Chiefly 
the magic was wrought by possession by the dead 
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and consequently the doctor’s job was o exp 
the evil spirit. Originally all doctors m 
magicians and called such. In treat ent i 
magician called upon the disease, as if were 
person, to leave the sick man. Some mes ( 
remedy was addressed as if it were pem 
Thus in a spell to cure catarrh “Spit ut i 
slime, son of slime,” and “Come verdig is, coi 
verdigris, thou fresh one.” 

Treatment was of two kinds—the ora rites 
the manual rite. The oral rite was the impl 
being merely a spell to which the offenc « spi 
was supposed to succumb. The spell inc idedl 
name or names of the gods invoked anc also ti 
name of the patient so that there mig t be 
confusion. The manual rite consisted c varit 
gestures or physical procedures as for xam 
the saying of the spell “over a cord w ; h sei 
knots” or administering a prescription. ’ he sp 
was supposed to reinforce the prescrip nn a 
vice versa. As has always been the e se 
magical prescriptions some of the ingredit its wa 
offensive, and unpalatable to the patient a i the? 
fore by inference to his unwelcome tena Hi 
however, was not always so for honey as us 
because, “though sweet to the living it is iliter 
the dead.” 

Just as today the doctor-magician did not it 
exclusively on one medicine therefore in ,e El* 
Medical Papyrus we find many alternat e spel 
and prescriptions. Observant men found r tha 
selves which were potent and which were spote 
among their remedies. The castor oil p ant, 1 
root of the pomegranate, the seeds and juice 
the poppy, all of these could be relied u m evi 
when no spell had been uttered. There! e the 
branched off from the magicians those vho i 
proached the matter of healing in a more cienti 
spirit. Even in the Pyramid Age the e w 
doctors who were called physicians. To be st 
magic still remained and religious ideas so p 
meated all the people that true scientific redid 
was scarcely possible. Even the efficacy f act 
remedies was attributed to their magica natui 
To the Egyptian a drug’s active princip lay 
the influence of a god. 

The oldest medical document was ind 
Thebes in 1862. This is the Edwin Smith Surgic 
Papyrus. At the same time a medical d 'Cura* 
was discovered and it is referred to as tl e Eta 
Papyrus. Much of our knowledge of 1 gvpti 
medicine and surgery has been derived from 
study of these papyri. Although the Smith Papjl 
is the older of the two it is written in a mu 
more systematic and rational style. To the Egl 
tian as well as to all primitive peoples there* 
no mystery in man-inflicted wounds. Th re» 
therefore no indication for the use of mag 1 Sic 
ness of other sorts being of supernatural ori| 
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E ano supernatural aid hence the difference 
/e ei the surgical and medical writings. In 
r u ds the surgeon merely repaired damage 
Ijetec by man while the physician found him- 
lell ipf ; ed to gods, spirits and demons. 


§The twin Smith Papyrus (an edition of which 
Medical Library) deals with 48 cases of 
In each case there is a description which 
he symptoms, diagnosis and treatment, 
also is given as “a condition that I will 
condition with which I shall contend,” 
dition I shall not treat,” according to the 
jf the injury. The writer begins with 
ury to the scalp and advances step by 
ugh skin and bone to fracture of the 
ue neck and thorax follow but there the 
•tops. It is unfortunate that no more 
papyrus has been found although many 
ist have existed. 

oers Papyrus is the longest and best 
the medical papyri. It was found in the 
b as was the Smith Papyrus. Archeolog- 
it about 1500 B.C. but there is evidence 
s copied from much older records. Indeed 
ge is stated (in the papyrus itself) to be 
st Dynasty (3400 B.C.). It is a collection 
ts from many sources. There is some 
to diagnosis but mostly the papyrus is a 
of prescriptions for specific ailments 
re named. There are likewise some 
references. Spells as well as prescrip- 
included and, indeed, the papyrus begins 
ncantation which will assure the success- 
of the remedies that follow, 
of the drugs find places in our own 
opoeia — opium, castor oil and pome- 
bark for example. Others were rational 
call the laws of magic. Thus by giving 
bwdei d pig’s teeth to a dyspeptic it was hoped 
■ give im also that animal’s digestive powers. 

E jie i nedies owed their merit to divine associa¬ 
te, jir-t as in later days plants derived their 
|tene\ from the planets under whose rule they 
■e. Sometimes it is difficult to find even a 
lagical rationale for the prescriptions save as a 
Bium for the spell. 

■Everything mineral, vegetable and animal 
Itch existed in the country found a place in the 
^■ptian pharmacopoeia even to fly-specks. The 
pttr with juice from the poppy were put on 
jjummies” and used to soothe children. Until 
Jntly when dummies went out of fashion, the 
By difference between the old and the new was 
latthe flies laid their own specks. Excreta were 
Ed to be of great value, especially the excrement 
B cr ‘bes. Urine was not regarded as harmful 
B ast '’ but, in the case of cows at least was called 
|j e water of flowers.” Herodotus tells an inter- 
Jstijig story about the use of urine as a remedy. 
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The Pharaoh Pheron suffering from ophthalmia, 
consulted his physician who told him to bathe his 
eyes in the urine of a woman who had been faith¬ 
ful to her husband and had ever preferred him 
to any other man. Naturally the King thought 
that cure would be only a matter of minutes; so 
he told his Queen but her water had no effect. 
Then he went through his long list of concubines. 
If anything his eyes grew worse! Finally he sent 
agents throughout his kingdom and at last got a 
specimen that worked. When he was cured he 
gathered his women-folk together, burned them 
and married the successful urinator. 

The ailments mentioned in the Ebers Papyrus 
are those that still afflict man-kind. Round worms 
were treated with pomegranate root. Constipa¬ 
tion was a nuisance which called for many pre¬ 
scriptions including “half an onion in froth of 
beer.” This was further described as “a delight¬ 
ful remedy against death.” For diarrhoea also 
there were many remedies, some of great length. 
One included onions, elderberry, grapes and fresh 
lead earth. While taking it one cried in a loud 
voice O Hetu O Hetu. Sometimes the anus got a 
bit sore and then one was advised to use carraway 
and antelope fat as a suppository. Lest this should 
fail a number of alternative formulas were given 
ending with “the egg of the goose and the guts of 
the goose in equal parts and clap on the bottom.” 
Such curt instructions would probably make sure 
that the troublesome patient would go else-where 
next time. The Egyptian Physician was a strong 
believer in beer. He prescribed it as sweet, bitter, 
sour, fermenting and fermented. He used also the 
froth and the lees. Most often he spoiled it by 
adding such things as garlic, cat’s dung, the tail 
of a mouse, etc. 

The section on Eye Diseases numbers nineteen 
complaints which include cataract and carcinoma. 
One remedy for bleary eyes included myrrh, 
onions, verdigris, cyperus-from-the-north, antelope 
dung, clear oil, and entrails of the quadit animal. 
This was painted on with a vulture’s feather. The 
magical reasons for including onions, verdigris, 
antelope dung and clear oil are obvious, for onions 
make the eyes water and so clear them, verdigris 
is green—a color of life, the dung of the antelope 
is, as it were, a concentration of a far seeing 
animal, clear oil suggests clear vision, and of 
course, the vision of the vulture is proverbial. Con¬ 
cerning the prescription an alternative was given 
in case one could not immediately lay his hand 
on a “quadit animal.” The alternative was “an 
ass’s tooth, mix in water and apply around the 
patient’s eyes so that he recovers quickly.” The 
prescriptions for cataract include this which is 
captioned: To drive out cataract in the eyes: 
“Words to be spoken over verdigris mixed with 
beetle-wax. Add cyperus thereto and carefully 
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apply to the eye: Come Verdigris, Come Verdigris, 
Come thou Fresh one. Come Efflux from the 
eye of the god Horus. It comes, that which issues 
from the Eye of Turn. Come juice that gushes 
from Osiris. He comes to him, he drives away 
from him Water, Matter, Blood, Inflammation of 
the Eyes.” 

A combination of the oral rite and the manual 
rite is given in this remedy for cold in the head 
or, perhaps, catarrh: First the spell: “Spit it out 
slime, son of slime.” Then the manual rite: “Grasp 
the bones, tcuch the skull, smear with tallow, give 
the patient seven openings in the head.” Then a 
spell “Serve the god Ra. Thank the god Thoth.” 
Then another spell said over the remedies: “Then 
I brought thy remedy for thee, thy drink for 
thee, to drive away, to heal it: Milk-of-a-woman- 
that-has-borne-a-son and fragrant bread.” This is 
repeated again from beginning. Then a spell, “The 
Foulness rises out of the Earth, the Foulness.” This 
is repeated four times. Then the final manual 
rite, “Put in the nose.” The caption—To be spoken 
over the milk-of-a-woman-who-has-borne-a-son 
and fragrant bread. 

Not only does the Ebers Papyrus devote space 
to gynecology but there is a special papyrus dealing 
with diseases of women. For menstrual irregulari¬ 
ties douches of garlic and wine were given. Should 
this fail, fennel, wonder fruit, honey and sweet 
beer were mixed and injected. If labour were 
slow the following was “a remedy to cause a 
woman to be delivered: “Pepperment. Let the 
woman apply it to her bare posterior.” A “remedy 
for a diseased breast” consisted of a plaster con¬ 
taining cow’s brain and wasp dung applied while 
reciting a long invocation to Isis who herself had 
suffered similarly. Froth of beer appears again 
this time with dried excrement. It was a “remedy 
to allow the womb of a woman to slip into its 
place.” 

We could continue this at long and unprofit¬ 
able length. The examples given show that medi¬ 
cal practice was for the most part magical. We 
must, however, advance very many centuries be¬ 
fore we find the old practice completely discarded. 
In 18th century France, urine was taken (“two or 
three glasses in the morning, fasting”) for gout 
and hysterical vapours; and the flesh of crabs and 
vipers still appeared in the official pharmacopoeia 
of London in the days of Heberden. 

As regards the ailments that afflicted the 
Ancient Egyptians they are the same as are still 
prevalent. Bilharzia infection was common. So 
were carbuncles, bites of snakes, skin diseases, 
headache, middle-ear disease and the alimentary 
disorders which are of every day occurrence in 
our times. Much has been learned by examina¬ 
tion of mummies. Calculi were as common as 
they still are in Eastern countries. A predynastic 


mummy revealed a large stone in his by® 
Gallstones were found in the body of womj 
Arterial disease was not uncommon am anhnl 
was usual, scarcely any elderly mummy xarnim 
failed to show it in greater or lesser deg ex mi 
rheumatoid form. One stele depicts a ictim 
poliomyelitis but mummification woulc preve 
its recognition in the bodies examim . Bo 
diseases were frequently encountere Pol 
disease and hip joint disease show th t tube 
culosis existed 5000 years ago. The pi dynas 
mummies had healthy teeth but after th bran: 
Age, alveolar abscesses and dental ca: ;es we 
common. One Pharaoh apparently had r uillpi 
and also hydrocoele. Examples of vag ial cys 
uterine prolapse, pulmonary adhesions a appei 
dicitis have been found in mummies, a well 
many examples of deformities such as hondi 
plasia, talipes, lordosis, etc. Among ie mo 
famous of the victims of deformity ere tl 
achondroplastic Queen of Punt and th here! 
King Akhenaten and his daughters. 

So far nothing has been said abou medic 
education for, of course, there was a met cal ed 
cation. The doctors were priests and, as e man 
Egyptian deities had each his or her spec cl orgi 
or part it is natural to suppose that then were 
many medical schools as there were cemplf 
Furthermore it would be expected that t ■ pries 
doctors of each temple would specializ in th 
structure under the protection of the go or g# 
dess served. This seems to be the case r Hen 
dotus says: “Medicine is practiced among hem'i 
a plan of separation; each physician treat a sing 
disorder, and no more thus the country swan 
with medical practitioners, some under king 
cure diseases of the eye, others of the he . othe 
again of the teeth, others of the intestine, id son 
those which are not local.” 

Students entered as novices and lear ed ovi 
a period of at least seven years the lessei and tl 
greater mysteries of their craft. They w e givf 
practical instruction in out-patient dep tmenl 
There they were shown the technique of i vestigi 
tion—such as it was—and had a chance t becom 
familiar with the phenomena of disease id wit 
the ritual of treatment. Each student ew ft 
own herbal remedies in the garden whicl, lay ft 
hind each temple. When his training as so 
ficiently advanced he undertook the care of case 
keeping a record of the condition and th result 
of treatment. 

After graduation he was admitted to ttie boil 
of the profession. His clothing was a leop rd sk 
and papyrus sandals. He washed himseli in col 
water twice each day and twice each ni :ht. M 
shaved himself every second day from bead 1 
foot. His fees at first were not great exc pt i» 
long illness for payment was gauged by the weigt 
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f the iair which had grown on the head since 
l e illr ss began. A patient could, of course, be 
enero 1 if he wished. He lived well, however, 
ating >f the “sacred” food and drinking the 
tacre wine. Furthermore he was exempted 
om taxation. 

If were bright and especially if he knew 
ie ht people” (always a useful thing) he 
iuld >pe for a position on the Faculty. This 
ep lieved there immediately opened before 
t prospect of a court appointment. Then 
is ft would be large, he would have many 
laves nd at last could marry for the Royal 
hysi. ns were permitted to marry. Moreover the 
ing'.- octor ranked as a noble. When he was 
>cei\ in audience of the king he walked through 
jws prostrate slaves and was announced as “He 
r ho : erstandeth the movement of the heart and 
S gu: ian of the anus.” If he were lucky in his 
reati it there was, indeed, nothing out of his 
each More than one physician ruled Egypt 
hrou its Pharaoh. 

In te ancient world Egypt was the centre of 
ultui tnd learning. There were no arts or crafts 
efor the Egyptians invented them, and by 
Igypi ns were laid the foundations upon which 
he C eks built their sciences. The latest dis- 
pver of today is linked in some way with the 
file, n their day the Egyptian physicians were 
,cclai: ed the best. Their advice was sought by 
he ; ers of other countries. Homer says of 
Egvp Where each physician possesses knowledge 
|boY< 11 other men.” The law commanded that 
clot r apply orthodox treatment in each case 
pr ft days, after which he was free to proceed 
s he lose without incurring penalty in the event 
If hi atient’s death. The records we have are of 
he i hodox treatment. What actual treatment 
nay ve been after the fourth day we cannot tell 
>ut p haps it was much more rational and, be- 
lause f this, was so successful that the reputation 
if an ont Egyptian skill was justly based. 

W‘ know that surgeons used clay as their mod- 
Tn successors use plaster, that they had a sort of 
phesive tape, that they used splints and sutured 
fount s, that they ligated blood vessels, a practice 
fhieh centuries later was revived by Pare. 

h 1 gyptian practice sounds to us rather crude 
nd ridiculous let us remember that they had no 
[recursors, that they were themselves the original 
ath: orders and that they were the people who 
n cde and lit the torch of learning. 
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Dr. Gregory and the Moderate Man. 

Dr. James Gregory, Professor of the Practice 
of Physic in the University of Edinburgh, was a 
man of vigorous talents and great professional 
eminence. He was what is called a starving 
doctor, and, not long after his death, the follow¬ 
ing anecdote was put in print, equally illustrative 
of this part of the learned professor’s character, 
and of the habits of life formerly attributed to a 
wealthy western city: 

Scene—Doctor’s Study. Enter a grave-looking 
Glasgow Merchant. 

Patient—Good morning, doctor; I’m just come 
to Edinburgh about some law business, and I 
thought, when I was here at any rate, I might 
just as weel tak your advice, sir, anent my trouble. 

Doctor—And pray what may your trouble be, 
my good sir? 

P.—’Deed, doctor, I’m no very sure; but I’m 
thinking it’s a kind of weakness that makes me 
dizzy at times, and a kind of pinkling about my 
stomach—I’m just no right. 

Dr.—You’re from the west country, I should 
suppose, sir? 

P.—Yes, sir, from Glasgow. 

Dr.—Ay. Pray, sir, are you a gourmand—a 
glutton? 

P.—God forbid, sir. I’m one of the plainest 
men living in all the west country. 

Dr.—Then, perhaps you are a drunkard? 

P.—No. doctor; thank God, no one can accuse 
me of that: I’m of the Dissenting persuasion, 
doctor, and an elder; so ye may suppose I’m nae 
drunkard. 

Dr.—(Aside—I’ll suppose no such thing, till you 
tell me your mode of life). I’m so much puzzled 
with your symptoms, sir, that I should wish to 
hear in detail what you eat and drink. When do 
you breakfast, and what do you take to it? 

P.—I breakfast at nine o’clock. I tak a cup 
of coffee, and one or two cups of tea; a couple 
of eggs, and a bit of ham or kipper’d salmon, or 
may be both, if they’re good, and two or three 
rolls and butter. 

Dr.—Do you eat no honey, or jelly, or jam, to 
breakfast? 

P.—O yes, sir; but I don’t count that as any¬ 
thing. 
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Dr.—Come, this is a very moderate breakfast. 
What kind of dinner to you make? 

P.—Oh, sir, I eat a very plain dinner indeed. 
Some soup, and some fish, and a little plain roast 
or boiled; for I dinna care for made dishes; I 
think, some way, they never satisfy the appetite. 

Dr.—You take a little pudding, then, and after¬ 
wards some cheese? 

P.—Oh yes; though I don’t care much about 

them. 

Dr.—You take a glass of ale or porter with 
your cheese? 

P.—Yes, one or the other, but seldom both. 

Dr.—You west country people generally take a 
glass of Highland whisky after dinner? 

P.—Yes, we do; it’s good for digestion. 

Dr.—Do you take any wine during dinner? 

P.—Yes, a glass or two of sherry; but I’m in¬ 
different as to wine during dinner. I drink a good 
deal of beer. 

Dr.—What quantity of port do you drink? 

P.—Oh, very little; not above half a dozen 
glasses or so. 

Dr.—In the west country, it is impossible, I 
hear, to dine without punch? 

P.—Yes, sir; indeed ’tis punch we drink chiefly; 
but, for myself, unless I happen to have a friend 
with me, I never take more than a couple of 
tumblers or so—and that’s moderate. 

Dr.—Oh, exceedingly moderate, indeed. You 

then, after this slight repast, take some tea, and 
bread and butter? 

P.—Yes, before I go to the counting house to 
read the evening letters. 

Dr.—And, on your return, you take supper, I 
suppose? 

P.—No, sir, I canna be said to take supper; just 
something before going to bed: a rizzer’d haddock, 
or a bit of toasted cheese, or half a hundred oysters, 
or the like o’ that; and, may be, two-thirds of a 
bottle of ale; but I tak no regular supper. 

Dr.—But you take a little more punch after 
that? 

P.—No, sir; punch does not agree with me at 
bedtime. I tak a tumbler of warm whisky toddy 
at night; it’s lighter to sleep on. 

Dr.—So it must be, no doubt. This, you say, 
is your every-day life; but upon great occasions, 
you perhaps exceed a little? 

P.—No, sir, except when a friend or two dine 
with me, or I dine out, which, as I am a sober 
family man, does not often happen. 

Dr.—Not above twice a week? 

P.—No; not oftener. 


Dr.—Of course you sleep well, and hav< a goo ( 
appetite? 

P.—Yes, sir, thank God, I have; indeed, an) 
wee harl o’ health that 1 hae is about mealtime 

Dr.—(Assuming a severe look, knitting hi 
brows, and lowering his eyebrows). Now, sir, y 01 
are a very pretty fellow, indeed; you come heri 
and tell me that you are a moderate man. and [ 
might have believed you, did I not ki ow the 
naiure of the people in your part of the country 
but, upon examination, I find, by your ov. shew¬ 
ing, that you are a most voracious glut ,n: yoi 
breakfast in the morning in a style th. wouli 
serve a moderate man for dinner; and, li .n live 
o’clock in the afternoon, you undergo on. almost 
uninterrupted loading of your stomach .11 you 
go to bed. This is your moderation! \ >u toll 
me, too, another falsehood—you. said y. were 
a sober man; yet, by your own shewing, ou are 
a beer swiller, a dram-drinker, a wine-bib r, and 
a guzzler of Glasgow punch—a liquor, th name 
of which is associated, in my mind, on with 
the ideas of low company and beastly i- ioxica- 
ticn. You tell me you eat indigestible ippers, 
and swill toddy to force sleep—I see yo chew 
tobacco. Now, sir, what human stom; h can 
stand this? Go home sir, and leave of your resent 
course of riotous living—take some dry tc st and 
tea to your breakfast—some plain meat a’ 1 soup 
for dinner, without adding to it anything spur 
on your flagging appetite; you may take ;■ cup ol 
tea in the evening, but never let me hear f had¬ 
docks and toasted cheese, and oysters wi their 
accompaniments of ale and toddy at nig) give 
up chewing that vile narcotic, nauseous al nina- 
tion, and there are some hopes that your r unach 
may recover its tone, and you be in good lealth 
like your neighbours. 

P.—I’m sure, doctor, I’m very much bliged 
to you—(taking out a bunch of bank-m es)—I 
shall endeavour to— 

Dr.—Sir, you are not obliged to me— ut up 
your money sir. Do you think I’ll take a f from 
you for telling you what you knew as ell as 
myself? Though you are no physician, s , you 
are not altogether a fool. You have rea- your 
Bible, and must knew that drunkenness an glut¬ 
tony are both sinful and dangerous; and, wl itever 
you may think, you have this day confer ed to 
me that you are a notorious glutton and drunkard. 
Go home, sir, and reform, or, take my word for it. 
your life is not worth half a year’s purchase 

Exit Patient, dumbfounded, and looking blue. 

Dr.—(Solus). Sober and temperate! Di Watt 
tried to live in Glasgow, and make his p; tients 
live moderately, and purged and bled them when 
they were sick; but it would not do. Let the Glas¬ 
gow doctors prescribe beefsteaks and rum punch, 
and their fortune is made. 
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BOOK REVIEWS 


Te> ook of General Surgery, by W. H. Cole 
in dR Iman, 5th ed., 1110 pp. Appleton-Century 
jjomp; . New York, 1948. 

Tii is a textbook of surgery written by two 
iromi it American surgeons. One of the authors, 
)r, W ,en H. Cole, is Professor of Surgery at the 
jnin y of Illinois. We were privileged to hear 
iis a’i presentations at the Canadian Medical 
Issot on meeting in Winnipeg last year when 
c:? ssed the problems of strictures of the bile 
lucts id intestinal obstruction. Dr. Elman is 
’rofei of Clinical Surgery at the University of 
Vashi ton in St. Louis. He is known to several 
if ou profession who have undertaken post- 
;radi studies at that institution. The authors 
ave de use of a most impressive group of their 
ssoci s throughout the United States for advice 
nd si ;estions in the various sections of the text. 

Gi 'ally the book parallels all the advances 
n Sr ry. Subjects which have been recently 
impl :ed are given their proper position. Thus 
he n ern concepts in pre-operative and post- 
iper;: e care dealing with fluid balance and 
lutri! lal deficiencies and correction are included, 
’heri a section on chemotherapy and through- 
lut 1 1 book reference is made to the uses of the 
lewer intlseptic drugs. For surgeons who have 
lad v r experience a most complete and inter- 
stin.. hapter on military surgery is written by 
)r. F ok Berry, of Columbia University. Long 
ectioi. on orthopedics, gynecology, neurosurgery 
md i oracic surgery provide the most recent 
tncv ige in these particular specialties. 

A i t criticism of this very excellent textbook 
s tli 'ommon failing of any single volume at- 
;emp ,ig to cover such a tremendous subject as 
!ene surgery. It is impossible in the scope 
)f th >r any such text to tell the whole story and 
!o k; , all portions of it up-to-date. One must 
be cl ppointed with the brevity with which cer¬ 
tain ‘her important diseases are treated. Thus 
if or. is especially interested in diseases of the 
:olon such as ulcerative colitis, diverticulitis, and 
:ven carcinoma, he will find little more than 
issentials. On the other hand the sections on 
inpenriieitis and cholecystitis are fully and well 
ekbi ted with good ideas. 

This textbcok one would say is for under- 
?radi tes. For the student undertaking advanced 
»’orl nd the established surgeon it is not an all¬ 
purpose reference book. There is for them, how¬ 
ever. at the end of each chapter a bibliography 
of material containing the best available references 
for further reading. As this is a book for students 
primarily interested in the principles of surgery, 
and these are well taught therein, there is no place 


for technical explanations of operative procedures. 
Having heard Dr. Cole undertake his addresses on 
the subjects previously mentioned an essay by him 
on technique would be a most welcome contribu¬ 
tion. 

K. R. Trueman, M.D., M.Sc. (Minn.). 

❖ 

^ Ear, Nose and Throat: Symptoms, Diagnosis, 
Treatment. By George D. Wolf, M.D. Assistant 
clinical Professor of Otolaryngology, New York 
Medical College, New York. Pages 523 with 149 
illustrations, including 25 with color. J. P. Lippin- 
cott Company, $10.00. 

This text has in a great measure met the need 
for a concise, practical treatise on the diseases of 
the Ear, Nose and Throat suitable for the general 
practitioner. 

The etiology and symptomatology are concisely 
and briefly outlined and on the whole the treat¬ 
ment outline has been practical; though there are 
aspects of treatment with which not everybody 
will be in accord, but that is tc be expected, as 
the emphasis is on treatment found useful by the 
author. 

The illustrations are adequate and practical, 
stressing such points as proper methods of ex¬ 
amination, proper positioning of head for nasal 
medication; methods of nasal packing; Eustachian 
tube inflation; antral puncture; tracheotomy—just 
to mention a few. 

The addition of brief historical sketches on the 
anatomy of diseases of the accessory sinuses, the 
development of laryngeal instrumentation, etc., 
add to the interest of the volume as do also the 
illustrated case histories which dot the text and 
add to its teaching value. 

For those interested in more detailed informa¬ 
tion regarding the various subjects under dis¬ 
cussion, an up-to-date bibliography is appended to 
each chapter. The book is organized in five parts 
on the basis of symptomatology. 

In Part I the Nose, Throat and Larynx are dealt 
with under such headings as Emergencies in 
Otolaryngology; head pain, vertigo; post nasal drip, 
sore throat, hoarseness, etc. 

The subject of Emergencies is dealt with first 
and proper stress is laid on treatment of Epistaxis, 
post operative tonsillar hemorrhage and emergency 
tracheotomy. 

The subject of headache is well outlined and 
modern concepts of diagnosis and treatment have 
been stressed. 

Part II is confined to an outline of Aural con¬ 
ditions under such headings as earache, chronic 
otorrhea, impaired hearing and tinnitus. 
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Part III is confined to miscellaneous subjects 
such as swelling of the Salivary glands and miscel¬ 
laneous complaints such as sneezing, snoring, 
coughing, etc. 

Part IV deal^ with Facial Plastic Surgery and 
reveals the scope of cosmetic surgery today. How¬ 
ever, from a practical point of view, it adds little 
to the text. 

Part V deals briefly but c.dequately for a 
volume of this type with subjects related to 
Otolaryngology as allergy, avitaminosis, blood 
dyscrasias and a practical chapter on the anti¬ 
biotics. 

On the whole it is a well planned concise text 
and should prove a useful addition to the General 
Practitioner’s library. 


❖ 

John W. Dafoe, by George V. Ferguson, Editor 
of the Montreal Star; The Ryerson Press, Toronto, 
pp. 127 with photogravure portrait. Price $2.25. 

This is a book of prime importance to all 
thoughtful Canadians. It is a sensitively drawn 
sketch of a great editor by his assistant, later his 
successor, on the Winnipeg Free Press. Yet 
Ferguson portrays him as more than a great editor 
wielding an influence similar to that of William 
Allen White of Emporia, Kansas. For Dafoe, 
politics were in his blood from the time when, 
still in his teens, he went to Ottawa as parlia¬ 
mentary correspondent for the Montreal Weekly 
Star and listened to the eloquence of Sir John A. 
Macdonald, Edward Blake and Wilfrid Laurier. 
From that day to the end of his life he existed in 
the turmoil of the political scene. Like Job’s war 
horse he rejoiced in the heat of conflict, “the 
thunder of the captains and the shouting.” As 
editor for over forty years of the Manitoba Free 
Press, as it was first named, and through his unique 
association with Sir Clifford Sifton, one of the 
ablest Canadians to hold public office, he was able 
to expound his views and to shape public opinion 
on all the great problems, not only of his adopted 
province, but of Canada, the British Common¬ 
wealth and of international affairs. He was en¬ 
abled to do this because he was a man of vision, 
a student of political science often in advance of 
times, and a liberal without the capital letter. 

As an editor Dafoe had the gift of drawing 
about him young men and women of promise and 
developing their powers. The impelling ideas 
which he championed were national unity, so ably 
expressed in his contribution as a member of the 
Rowell-Sirois Commission, and “one world” col¬ 
lective security through the League of Nations. 
Had his ideas been fully accepted Canada and the 


world might have been saved the angi ish oil 
second world war. 


To the Winnipeg citizen who abso bed t 
Free Press with his breakfast, the name of Dai 
was so familiar that while he was living fl v 
hard to appreciate the full stature of the 1 an. Ji 
as one can take in the majesty of the Roc ies oni 
from a distance, so it is only now in r tding 
his achievements four years after his d' ath th| 
this true magnitude looms up. Though his pi 
could be so devastating that his opponen s woui 
refer to him, in their politer moments only 
“that man Dafoe,” he was one of the kin< lest aij 
least self-seeking of men. When he wa often 
knighthood he refused the honor, because 
he wouldn’t know what to do with it: 
carry out his own ashes and shovel his o 
walk? Yet when distinguished visitors 
Winnipeg it was often Dafoe whom tl 
wished to see. 


he sail 
idn’t f 
■■n sid 
ame I 

v a 


George V. Ferguson has the right toucl 
sketch of his old chief, who in the delineati 
appears stuffy or overbearing. He revea’ 
a man who could walk with kings yet 
the common touch. This work is a “n 
lovers of democracy. 
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EDITORIAL 


J. C. Hossack, M.D., C.M. (Man.), Editor 


Pre-Medical Instruction 

The requirements for admission to Medical 
hoot are almost yearly being increased. For 
tie t e our pre-medical course has been of two 
Irs :1 there is now a feeling that our students 
\ at disadvantage when compared with those 
ose ve-medical studies occupy three or even 
ir \ rs. It seems likely that soon candidates 
■ ad: ision will be required to have a B.A., or 

I Sc. o perhaps even an M.Sc. Indeed who knows 
t tlr the day may come when our successors 
11, Arnold of Villanova, be simultaneously 
ptor f law, philosophy, theology and medicine! 
In i meantime the question that perplexes the 
cult Council is—what should be put into a 
rd -medical year? The subjects which have 
;n . gested include zoology, botany, chemistry 
d ph ics. Now, inasmuch as we have all been 
pose to all of them, it might be interesting 
see hat permanent effect these studies have 
i ui n us. How much, gentle reader, do you 
pw out amphioxus? You will remember the 
is len we pored over the corpses of dead 
;fisl etc., but how much do you recall of what 
l lev ned at these post mortems? I know that 
eon have no gall bladders but that is chiefly 
aus I remember Hamlet’s query “Or am I 
;eon vered and lack gall to make oppression 
ter I would be hard put to it to give a satis- 
Ictoi nswer to any questions concerning pigeons 
■art from their palatability) or upon rana 
culeiva or any other creature with whose 
nnai I was at one time uncannily familiar, 
len iere is botany. Could you help me out by 
lling vie half a dozen members of the compositae 
| sol nacea or cruiciferae that are in daily use? I 
Imei ber that there are five groups of inorganic 
lemicals (that’s right isn’t it?) but for the life 
If me I can’t recall the members of those groups 
Jl the reagents used in their detection. In physics 
lam alas equally ignorant. 

1 It is possible, of course, that I am an excep- 
lon; that all my classmates and successors in labs 
fcd lecture rooms remember what I have forgotten 
lit I don’t think so. I have the idea that all my 
gentle readers” are in the same boat: that the 
poks and volumes of their brains are tabulae 
rasae when it comes to those subjects which in- 
loduced us to the study of medicine; nor would 
n extra year devoted to their contemplation have 
ht us any less ignorant. My question is, wherein 
es the value of subjects which, in a short time, 
fe completely forgotten? They can be of value 
p!y if year after year they are referred to and 


applied. Perhaps they should be but they are 
not. Otherwise they are of only temporary useful¬ 
ness as means of training faculties for more prac¬ 
tical application later. 

Other subjects suggested are “a foreign lan¬ 
guage” and English. Again one might ask the 
gentle readers how well they can use the foreign 
languages, dead and living, in which they once 
passed examinations. I do not include, of course, 
those people who, by circumstances of birth or 
environment have been bi-lingual since childhood. 
Unless a foreign language is used daily its rudi¬ 
ments are soon forgotten. Those who are inter¬ 
ested in languages will, without coaxing, learn 
one after another. The others who pay attention 
to learning a tongue other than their own are 
those who need that tongue in their business. The 
majority are satisfied to be monolingual knowing 
than everything worth while in every language 
from Africaans at the one end of the alphabet to 
Zulu at the other is quickly made available in 
accurate translation by people who know the 
language and the subject. Moreover, if we are 
to use our linguistic knowledge for the purpose 
of professional reading, one language is not enough. 
If, for example, we choose French we must then 
forego German and Spanish and Russian and 
Scandinavian and so on. Perhaps I am wrong 
here also' but can you refute my arguments? 

English is another matter. It is taught in the 
elementary and other schools but the scholars are 
terribly handicapped. All around are magazines, 
newspapers, the radio, novels, the movies, friends 
and enemies, most of them using English sloppily. 
To make matters worse good literature is anatom¬ 
ised and dissected (in school) so that a thing of 
beauty is transmogrified into a bloody hash of 
grammatical fragments. Poor Bill Shakespere! 
How he has suffered, of how many ardent ad¬ 
mirers has he been deprived, what antipathies has 
he aroused, just because he has been forced in 
disjointed pieces down pupils throats! A flower 
loses its charm when pulled to pieces, and where 
is Venus’ beauty when the dissectors are through 
with her? 

A person who is studying to become a member 
of a learned profession should have a good com¬ 
mand of the language which he speaks and writes, 
and in which, some day, he may teach. Fortunately 
such a command is easy to acquire. Anyone who 
knows how to read has in that knowledge the 
“Open Sesame” to the vast treasury of English 
Literature, and through translations, to all the 
literature of all the peoples of all the ages. Therein 
is everything that anyone can want; comedy, 
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drama, tragedy; inspiration, amusement, instruc¬ 
tion; pleasure at the time and lasting profit in 
the form of a larger, richer vocabulary, and the 
ability to express one’s thoughts forcefully, strik¬ 
ingly, with clarity, with precision. But such 
reading must be undertaken fo’’ pure enjoyment, 
not as a task; the flowers of literature close and 
droop when touched by the shadow of an ap¬ 
proaching examination. Give a student Ruskin’s 
“Sesame and Lilies” and Arnold Bennett’s 
“Literary Taste” and “How to Live on Twenty- 
four Hours a Day,” give him these and let him 
explore for himself the pleasant and profitable 
realms of gold. 

Three other subjects have been mentioned and 
they have my hearty vote. They are philosophy, 
psychology and logic. These are useful subjects 
the value of which will grow through the years. 
Originally physicians were classed as philosophers 
and the best physicians can still be so classed. 
Medicine was for centuries taught as a branch of 
philosophy and now philosophy might be taught 
as a branch of medicine. Psychology is a most 
logical inclusion in a pre-medical course. It is a 
subject that will prove perennially valuable. In 
these days especially, when the significance of 
mental processes in the making of symptoms is so 
widely recognized surely it would be wise to give 
instruction in the mechanism of these processes. 
And as to the inclusion of logic, what could be 
more logical? 

There are two things that many students lack. 
These are the power of observation and the ability 
to think. One of the purposes of the biological 
studies is to train students to see what they look 
at. But their books hinder them. These tell the 
student what to look for and what he will see, 
and so prevent him from finding things out for 
himself. He memorizes what he reads, reinforces 
memory by what he looks at and so prepared 
faces his examiner successfully, after which his 
knowledge seeps quickly from him. Time, how¬ 
ever, is limited. It would take too long for the 
student to find things out for himself. Only in 
problems of original research is there opportunity 
cr chance of making original observations. 

Perhaps you may not be familiar with the 
methods used by Robert-Houdin for the improve¬ 
ment of visual perception but you can hardly 
have missed the articles in lay magazines in which 
psychologists and others tell of the means whereby 
they quickly and greatly improve their students’ 
powers of observation and concentration. One 
wonders if such a training could not be given here. 
It is one that all of us could take with Drofit, for 
only too often do we find in the literature men¬ 
tion of new signs, new symptoms and other facts 
concerning old diseases which would not have 
been new to us if we had been better observers. 


Perhaps one of the reasons why we have to rea 
so many journals is because we do not use on 
senses to best advantage at the bed-side. 

It is a pity that there is no course on ti 
Principles and Practice of How to Think. If thei 
were such a course it would certainly includ 
philosophy, psychology and logic. The Art i 
Thinking has concerned all the philosoph rs fioi 
Plato to Spencer. They link it with educatio 
which should be the methodical creation of ti 
art of thinking. Is the education we ive 01 
children (from grade 1 up to their degree of th 
sort? The methodical creation of the art thinl 
ing is indeed education for education tex-ou 
duco—I lead) means literally the leading ut froi 
a student of something that our instrue ion an 
his observation have generated in his m id D 
we really educate? Don’t we rather just istruct 

The mental faculty upon which most tress 
laid is memory. The lad with a good men iywi 
get the prize at school but unless he 1 s moi 
than memory he fails to win the prize fter h 
has left school. Osier, you will recall, c: lemni 
examinations because they were a test of nemoi 
only. He urged vigorously that student shoul 
be given time to think and that opportune shoul 
be given them to actively apply thought n thei 
preparation for practice. 

The interne year gives us an oppert nity t 
find out whether or not students can thinl indai 
independently as well as remember. S' ne ca: 
but many more accept without question th fashio: 
of the day. Well, that is natural enoue but> 
sometimes think that more curiosity at ,e bed 
side and less time in the library would p thei 
better. Fashions (medical and surgical) hand 
but the patients themselves are little : Keren 
from those whom Hippocrates, or Syder 1am o 
Osier attended. These men won their laurel 
partly because of the extent of their kn vledg 
but much more because of the way they dherei 
and applied that knowledge. They had all o 
them, the seeing eye and the understands mini 
Therein is the highest best of the good pi sician 
There are the things above all others that udent 
should be taught, as far as they can be tai rht,b) 
precept and by practice. 

However, so long as standards are set \ mud 
meet them if we are to remain a Class A Allege 
even though that means the inclusion of 1 abject 
which, while useful in themselves, are too emoti 
from the bedside to encourage their retei ion ii 
the memories of doctors-in-the-making. Gut le 
us try to make pre medical instruction as educa 
tional as possible, as permanently useful as pos 
sible. 

There are two subjects which have not so fa' 
been mentioned, which are not usually found if 
such curricula but which. I believe, would provf 
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gtly -eful to the student both before and after 
Idua' n. One of these is stenography—think 
[ the ime it would save in note-taking and 

t ttory riting. The other is elocution. The 
ility > use one’s voice properly is a valuable 
| e net' only during student days but later when 
ers . nd addresses have to be given. I think 
a udent would get more benefit, and more 
ting nefit, out of these apparently irrelevant 
fcject ihan he would out of an extra year of 
|logy >otany, chemistry, physics and a foreign 
Iguay combined. 

| Anc low let us see how they did things in 
n Frederick Barbarossa was King of the 
S lies and Emperor of the Holy Roman 
(pin He was greatly interested in medical 
ndai hence the following ordinance: 

I. Of Physicians and Surgeons 

| a. T practice in all branches of medicine (and 
gen Iso), and to bear the title of a physician, 
s pc lifted only to him who had passed an 
imin 'on at Salerno, and received the state- 
lense mi the emperor or his viceroy. Violators 
■the were punished in money and goods, and 
eivc one year’s imprisonment. 

■ b. B ore the physician was admitted to an 
pmin ion, he must have attended lectures on 
Jic fo 3 years, and on medicine and surgery for 
tyean rnd must have practiced under the direc- 
i of n experienced physician for one year. 

| c. PI sicians were examined on the genuine 
loks i Hippocrates, Galen, and Avicenna. 

I d. T surgeons must, in like manner, bring 
Idenc that he had attended the lectures of the 
pfess s, and pursued for one year the curricu- 
eh surgeons hold necessary, especially 
|man natomy. Surgeons of the first class were 
JamiP'd by three professors, of whom one 
|acher if surgery conducted the examination in 
L in language, and in the presence of the 
Josyndic and prcrector of the nation of the 
Indii e. The diploma was subscribed by all 
Jesc persons, accompanied by the attestation of 
Inotar and bore the seal of the Faculty. Surgeons 
I the cond class were examined in Italian and 
P' twu teachers only, and the diploma was then 
|bscribed by the tyro examiners alone. The 
pdi tes must take an oath never to treat in- 
rnal diseases, and they could not receive the 
|l e of doctor. 

e - The physician must give information of the 
| (, t il in apothecary sold adulterated drugs. 

1 The physician must not be guilty of collusion 
Ith the apothecary as regards the price of drugs; 
|ili less might he keep a drug store. 

II. Tariff of Fees 

a - The poor must be treated gratuitously. 

The physician must visit his patients at least 


each day, and, if requested by the latter, once also 
at night. For this he received, for every day of 
treatment: 

a. In the city, or at his residence, half a tarenus, 

$0.14. 

b. Away from his residence, when 

1. The patient paid his travelling expenses, 

3 tereni, $0.85. 

2. The doctor paid his travelling expenses, 

4 tereni, $1.17. 

Not much, you say, but in those days a cent 
bought a dozen eggs! 

❖ 

Complex Simple Fracture 

To the Editor: 

Realizing that the term “simple fracture” as 
generally defined is thoroughly inadequate to de¬ 
scribe the trauma received in many so-called 
simple fractures, I have added a new definition 
to the simple and compound fracture nomencla¬ 
ture, i.e., “complex simple fracture” (Key, J. A., 
and Conwell, H, E.: The Management of Fractures, 
Dislocations and Sprains, ed. 4, St. Louis C. V. 
Mosby Company, 1946, pp. 41-43). 

A complex simple fracture is a fracture which 
is not compound but which has received severe 
trauma to either or all of the surrounding soft 
structures, i.e., skin, muscles, blood vessels and 
nerves. The bony fragments usually are displaced 
to a marked degree. 

“Complex,” as defined by “Webster’s New 
International Dictionary,” unabridged, is as fol¬ 
lows: (1) an assemblage of related things; (2) a 
whole made up of complicated or interrelated 
parts. 

The complex simple fracture should be further 
described as to the type of bony injury, for 
example: complex simple fracture (transverse, 
comminuted, spiral or oblique, as the case may 
be). 

Through personal contacts and correspondence 
with the personnel of the three National Fracture 
committees (American Medical Association, Ameri¬ 
can College of Surgeons and American Academy 
of Orthopaedic Surgeons) with reference to their 
opinions and the necessity for such new fracture 
term or definition, there was unanimous agree¬ 
ment that such a definition of complex simple 
fracture was a necessary one and should be gen¬ 
erally accepted and used in its broad meaning. 

I make an appeal that this new fracture defini¬ 
tion or its relative equivalent be used by the mem¬ 
bers of the medical profession. Besides express¬ 
ing more adequately the pathologic process in such 
type fracture it will mean improved records for 
the hospitals and convey a better description of 
the fracture to the insurance companies, compen- 
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sation boards and other related agencies, thereby 
being of much help to the patient, the physician 
and every one concerned. 

I will appreciate any opinion or suggestions 
relative to the foregoing. 

H. Earle Conwell, M.D., Birmingham, Ala. 

Reprinted from the Correspondence Department of The 
Journal of the American Medical Association, October 25, 
1947, Vol. 135. p. 531. 

❖ 

Letter to the Editor 

1 Eldon Lodge, Ascot, Berks. 

Dear Dr. Hossack: 

Just a note to tell you how very much I enjoy 
the Review. It is one of my remaining links with 
medicine and I find it an excellent means of keep¬ 
ing in touch. 

I have showed some copies to a couple of 
doctors here, who have been full of admiration 
for both the set-up and material. 

I am sending on my copies to Dr. E. B. 
Struthers, Cheloo University Medical College, 
Tsinan, Shantung, China. He is a Toronto gradu¬ 
ate, so presumably gets the main Canadian and 
British journals but might be glad of some of the 
specialist journals, if any Manitoba doctors have 
some to spare. They are trying to build-up their 
library which was looted by the Japs. 

With all best wishes for the continued success 
of the Review. M. E. Patriarche, M.D. 


Obituary 

Dr. John Ralston Davidson 

Dr. John Ralston Davidson died in St. Boniface 
Hospital on April 15 in his 78th year. Born in St. 
Philippe d’Argenteuil, Quebec, he came west with 
his parents at the age of seven to a farm in the 
Manitou district. He graduated in Arts from 
Manitoba College in 1893 and in Medicine from 
Manitoba Medical College in 1896. For three years 
he practised in Morden, then moved to Winnipeg 
where he practised for nearly 50 years, interrupted 
only by post-graduate study in New York and 
Baltimore. 

In 1905 he was appointed to the honorary at¬ 
tending staff of the Winnipeg General Hospital 
and served until his resignation in 1930 at the age 
limit. In 1904 he became associated with the 
faculty of Manitoba Medical College and from 1913 
to 1933 he was Associate Professor of Medicine. 
He became a Fellow of the Royal College of 
Physicians of Canada in 1931. 

Towards the end of his hospital appointment he 
was especially interested in the problem of cancer. 
This led him to undertake experiments with white 


American College of Surgeons 
Sectional Meetings 

Dr. Arthur W. Allen, President of the Americi 
College of Surgeons, announces the last of sixSel 
tional Meetings in 1948, for Fellows of the Colleg 
the medical profession at large, and hos; ital pe 
sonnel, to be held at The Nova Scotian hotel 
Halifax, May 17 and 18. The meeting will beti 
days in length, and will include conferences fj 
hospital personnel as well as sessions for e m« 
cal profession. The showing of medic;: motii 
pictures will begin each day’s programnv at 8, 
a.m. There will be luncheon meetings e ach d: 
and a dinner meeting on the first even: g. Tl 
latter will be followed by a symposium o: canci 
Panel discussions on scientific subjects, led 
internationally known authorities in each field 
surgery, will be held each morning and a: ornoc 
On the evening of the 18th, a meeting c heall 
conservation which will be open to the iblic 
planned. 

The American College of Surgeons has . 
ship of 15,500 surgeons in the United Sta 
ada and other countries. Dr. Irvin Abell, i 
ville, is Chairman of the Board of Rege: 
Malcolm T. MacEachern and Dr. Bow an 
Crowell, of Chicago, are the associate c ectoi 

The Honorable Frank R. Davis, M.D.. 
of Health, Province of Nova Scotia, is C 
of the local Committee on Arrangements 


felloJ 
-.Cal 
' LouiJ 

. Dfl 


inistel 

Irma 


mice of his own breeding and he was abli o prd 
duce a strain resistant to tar-carcinoma. He ecara 
convinced of the value of injections of en ; oni 
tissue combined with a diet rich in vitami Re 
suits of these animal experiments and ter o| 
seven selected cases of human cancer tre .ed bl 
this method were published in the C radial 
Medical Association Journal. In 1939 he ; ended 
the Third International Cancer Congress at tlantij 
City, N.J., where the announcement of hi: heorl 
that cancer is a deficiency disease arouse muc| 
comment. 

He was President of the old Medico-Chi: argical 
Society of Winnipeg about 1909, and in 1941 le wal 
made a Life member of the Winnipeg Tdical 
Society, and two years later he was made a Senioj^ 
member of the Canadian Medical Associatinn. 

In his younger days he was a fine athleti excell 
ling as a jumper, and he played on champiof 
lacrosse and football teams. As late as 1927 hi 
played on a Medical soccer team on the sporti 
programme marking the jubilee of Manitoba Uni-J 
versity. 

He is survived by his widow, a son, Hire' 
daughters and eight grandchildren. 
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Reported by M. T. Macfarland, M.D. 
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Contract Practice 

oard of Trustees of the Manitoba Medical 
expected to notify all medical members 
the date of the notice no member will 
ted to enter into a new contract with a 
jatients to supply medical services which 
ith the service supplied by the Mani- 
ical Service. Any infraction of this 
1 mean dismissal of the medical member 
Manitoba Medical Service. This means, 
hat a medical member can not share as 
in the Manitoba Medical Service and 
.vith it by a contract of his own. 
be noted, that this does not apply to 
lembers who have had other contracts 
form of prepaid medical care previous 
e of the notice. 

ct practice has been in force in Manitoba 
forms for many years and in spite of 
dual opinion for or against such practice, 
er been officially ruled on, one way or 
by organized medicine. It must also be 
red, that with the formation of the Mani- 
cal Service as a sponsored scheme of the 
as a whole, no ruling was made regard- 
ontracts already held by some members, 
new contracts prohibited. Since this 
one the Board of Trustees evidently feel 
are not justified in making their present 
roactive. 

xecutive of the Manitoba Medical Assccia- 
considered this question with great care 
uling of the Manitoba Medical Service 
as made only after having the opinion of 
.ecutive. The Executive feel that ' any 
consideration of contract practice in its 
to the Manitoba Medical Service should 
with at a general meeting of the Associa- 


Municipal Doctor Contract 

Information received from the doctors who 
rk on a municipal contract would indicate that 
fly agreements are not in accordance with the 
ndard contract. The fault may not be entirely 
ateral. The doctor may feel that the existing 
[tract suits his individual purpose better than 
standard contract would do. The municipal 
incil may be loathe to incur increased expendi- 
e of funds for which the passage of a money 
law might be required. In addition, power to 
ify a contract which does not conform to the 
ard rests with the Minister of Health. Draw- 
:up of the contract by the Advisory Commission 


under the Health Services Act after negotiation 
between the representatives of the medical pro¬ 
fession and union of municipalities was a major 
task which called for a tremendous amount of 
work on the part of the negotiators. The medical 
members are naturally disturbed to learn that their 
efforts have been of little avail. If there are flaws 
in the contract, or reasons which make it unaccept¬ 
able to the municipality, if there are personal 
reasons or ones which suggest that greater co¬ 
operation might be expected from the Minister 
of Health or his deputies, your comments will be 
appreciated. Perhaps we may all get together and 
share experiences. 

General Practitioner Section 

On March 20th, the General Practitioners re¬ 
quested affiliation with the Manitoba Medical As¬ 
sociation. The list of elected officers also the aims 
and objects of the group were outlined, and the 
Executive Committee was unanimous that the new 
organization be welcomed as a section. Dr. W. 
J. Boyd drew the attention of the meeting to the 
survey which had been made by the Hospital Com¬ 
mittee on March 3rd, indicating that six hundred 
patients were awaiting accommodation, nearly 
half of which were on the list of one city hospital. 
A sub-committee has been appointed to make 
inquiry concerning the availability of beds in 
Department of Veterans’ Affairs Hospitals. The 
next meeting of the Executive Committee of the 
General Practitioners Association will be on April 
22nd, in the Medical Arts Club Rooms. 

Fee Schedule Revision 

After four evening sessions a considerable de¬ 
gree of unanimity has been achieved by the 
M.M.A.-M.M.S. representatives towards adapting 
the present M.M.A. Schedule of Fees for use of 
Manitoba Medical Service. There has been clari¬ 
fication which will enable those whose duty it is 
to assess bills submitted to deal more fairly with 
each claim. One major problem of thorny nature 
is whether the present General Practitioner and 
Specialist Classification of fees should remain, or 
whether there should be one-fee-across-the-board. 
While that point is being discussed various other 
specialist groups are seeking revision of fees in 
their particular specialties. 

Winnipeg Medical Society 

The regular meeting of the Winnipeg Medical 
Society was held at the Medical College on Friday, 
April 16th, with the Vice-President, Dr. R. A. Mac- 
pherson, in the. chair. Following the business ses- 
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sion Dr. Wallace Grant, Superintendent of the Chil- stetrics, Gynaecology and Paediatrics, a hi 


dren’s Hospital, made an appeal on behalf of the 
building fund for the erection of a new Children’s 
Hospital. Mr. C. G. Chapman, Acting Registrar of 
the Manitoba Pharmaceutical Association, was 
introduced to the meeting, and requested co-opera¬ 
tion from the medical profession in the matter of 
narcotic prescriptions, the possibility of placing 
N.R. or stipulating the maximum number of refills 
on prescriptions for barbiturates and thyroid gland 
preparations. 

The Scientific Programme consisted of three 
papers: 

1. Surgery of Hypertension by Dr. A. C. Abbott. 

2. “ETAMON” as a Diagnostic Agent in Peripheral 
Vascular Disease by Dr. J. Farr. 

3. Recent Views on Thiamine Requirements by Dr. 
M. C. Blanchaer. 

It is anticipated that a special meeting of the 
Society will be held on Wednesday, May 12th, 
when Dr. Maxwell Wintrobe, Professor of Medi¬ 
cine, University of Utah, Salt Lake City, will 
address the Society. 

Nominating Committee 

Report of the Nominating Committee of the 
Winnipeg Medical Society, for officers for 1948-49. 
The elections will be held at the final meeting of 
the Society, in May, when additional nominations 
may be made. 

President: Dr. R. A. Macpherson 

Dr. W. F. Abbott 

Vice-President: Dr. Ross H. Cooper 
Dr. T. E. Holland 

Secretary: Dr. K. R. Trueman 

Dr. V. F. Bachynski 

Treasurer: Dr. S. A. Boyd 

Dr. J. S. McKenty 

Trustee: Dr. G. M. Stephens 

Dr. K. Borthwick-Leslie 

At our request Dr. Ross Mitchell consented to 
act on the Committee for the Benevolent Fund for 
another year, which obviates the necessity of an 
election. Owing to this being a new organization, 
we thought it would be of definite advantage to 
have a man like Dr. Mitchell stay on for a second 
year if possible. 

Attention, Graduates 

The Department of Veterans’ Affairs now offers 
excellent opportunities to graduates in Medicine 
for postgraduate training and experience in its 
hospitals. Graduate interne training programmes 
have been organized in D.V.A. Hospitals with the 
co-operation and assistance of the Medical Schools 
of Canada, and adequate facilities exist for clinical, 
laboratory and radiological examinations. Although 
D.V.A. Hospitals do not maintain Services in Ob- 


standard of graduate interne training in . ledicii 
and Surgery is available. In the larger lospita 
training in special branches of Medicine or Surge: 
may be obtained. 

Since the end of the war interne appo ntmen 
in D.V.A. Hospitals have been reserved for ve 
erans desiring further training before nterii 
general practice or to qualify them for admis® 
to the Examinations of the Royal Cc lege 
Physicians and Surgeons of Canada. Ini me a 
pointments are now open to recent graduates 
Medicine. Preference will be given to tl >se wt 
have served a rotating interneship. At th presei 
time D.V.A. Hospitals have an adequate nurali 
of patients and a sufficient variety of clinic 
material to provide a high standard of tr iningj 
Medicine and Surgery and in certain S; cialtii 
for the greater part of the five-year course f trail 
ing required for admission to the Exan natioi 
of the Royal College of Physicians and rgeoi 
of Canada. 

Interne appointments in D.V.A. Hosp als a: 
available in various classifications and api icatioJ 
may be. made to Dr. J. L. Lamont, District Vledicj 
Officer, Commercial Building, Notre Dami Avenu 
East, and to Dr. W. R. Dunlop, Superi: ndea 
Deer Lodge Hospital, Winnipeg'. 


Coroner's Report for Winnipeg, 947 

The report does not include St. Bom ce In 
Fort Garry. 

It seems strange that to date a yearly C roner 
report has not found an existence in print. : then 
fore make no apologies in bringing be re It 
Manitoba Medical Association the facts as ueyai 
interpreted from the files of 1947. This ye; a 191 
report was made for the Department of tl 
Attorney-General, and it appeared to me hat tl 
Medical Association, too, would be intere red f( 
three reasons: 

It is definitely of interest to: (1) The ninel 
Coroners in the Province of Manitoba; (2) Tiiepn 
fession generally; (3) The group of the T achii 
Faculty. 

There is a large number of investigated casi 
where the Pathological Work is very cc npleti 
and examples too, of the practical application ait 
investigation in relation to Forensic Medi.one. 

The Files for 1947 show the following: 

Total Number of Cases Investigated 
Total Number of Sudden Deaths (Investiga¬ 
tions shown to be from Natural Causes) 51 
Total Number of Accidental Deaths ... 

Suicide Cases ______ ... j 

Homicide Cases 

Prematurity and Stillborn . ..... 1 
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lealment of Birth ___ 3 

I'll"! - 4 

i ---- 51 

,d A >l-.nl Estimations _ 8 

[cole cal Examinations ... ___ 14 

hpsii requested by the Coroner ... 242 

ite I 1 estigated (Under Coroner’s Act) 115 

il Di ths (not greater) Winnipeg .. 2550 

D hs in Manitoba _ 65G0 


ow the Various Groups Itemize 
Judd i Death Natural Causes: 

t ___ 297 


( emorrhage_ 67 

Dili I Pneumonia _____ 25 

bar icumonia _ ____ 13 

(his oup includes a large number of sudden infant 
[is (fi nd dead in bed). 

hcrrl ge Pneumonia Virus ___ 4 

hch( racheitis „_ 5 

]■ ima _ 4 

nthe --------— 1 

nil i Embolus _ 9 

tepti lity to Drugs ____ 2 

Ite . Tgy (Dust, etc.) _ 2 

ite F lepsy _____ 3 

Mi agitis _______ 4 

I Mil ARY ____ 4 

I Ac e Hemorrhage _ ......_ 2 

Lti I icreatitis . __ 1 

Ite I eritis (Virus) ____ 4 

Ite 1 ikemia ______ 1 

lemi; _______ 4 

in . cess _ 1 

Ite K Jney Conditions ...._ 16 

lti iragulated Hernia __ 5 

vulu with Acute Intest Obst. ... .. ... 12 

I. Er hro Blastosis__ 1 

bcei uses _ 45 

[ton (Appendicitis) . 4 

si rforation __.. . __ 6 

ty De generation of Liver ...... ... 7 

[mpsia __ 1 

Ite Addison’s Disease _..._ 1 

jteti il Shock _ 1 

Dectasis _ 1 

it Operative Kidney Hemorrhage 1 

(Adh sions of Hydated Cyst) 

i i Malformation _ 4 

maturity _ 10 

posuro and Concealment of Birth 3 

]Asphyxia Cases 

|ldron: 

tabic Asphyxiated in Bed Clothes .. 10 

tabic Asphyxiated from Regurgitated Food 6 

tabies Asphyxiated Congenital Throat 1 

■hild Asphyxiated Post Operatively—Sponge 1 


Child Asphyxiated During Anaesthesia _ 1 

Babe Asphyxiated Due to Encephalitis _ 2 

Asphyxia (Thymus) _ 2 

Adults: 

Asphyxiated Intoxicated—Regurgitated Food 2 
Asphyxia During an Anaesthetic 

(Teeth Extraction) ..... 1 

Asphyxia from Cervical Dislocation _ 1 

Asphyxia in Adult—Foreign Body 

(Piece of Meat) _ 1 

Asphyxia due to Pneumococcal Meningitis .... 1 

C. Violent Deaths 

Accidental __ 77 

Falls _______ 19 

Auto Accidents _ 25 

Electric Bus __ 1 

Electric Street Car _ 1 

Thrown from a Motorcycle _ 1 

Crushed in an Elevator (Daylite Block)_ 1 

Crushed in Machinery _ 1 

Starting Device in Polo Park _ 1 

Fire Arms (Accidental) _ 3 

Aeroplane Crash _ 3 

Electrocution _ 3 

Drowning (Accidental) _ 5 

Accidental Poisoning (Bichloride) _ 1 

Fracture of Spine (Accident, 1920) _ 1 

Crushed by Falling Timber _ 1 

Crushed by a Train_ 1 

Crushed by Earth Cave-in_ 1 

Death by Frost (Exposure) _ 2 

Accidental Death (Run Away Horses) _ 2 

D. Suicides 

Suicides_ 40 

Drowning _ 10 

Hanging _ 8 

Cutting Instruments _ 3 

Fire Arms _ 5 

Exposure to Gas (Domestic) _ 1 

Jumping from High Building ._ 1 

Poisoning _ 11 

Stepping in front of Train 1 

E. Homicides 

Homicides _ 2 


As you are aware, all deaths that take place in 
a Hospital within 24 hours of admittance require 
a Coroner’s notification. There are 10 hospitals in 
this jurisdiction. 

To the Coroners in the province, I might say 
I am hoping that in the near future at an Annual 
Medical Convention a meeting time might be 
arranged for the Coroners to get together and work 
out some of the problems that are common to all. 

Respectfully submitted, 

(Signed) I. O. Fryer, M.D., 

Coroner. 
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’Round the country all year ’round 
reports published in the medical literature 
keep telling , . . 

THE BENADRYL STORY.. . 

quick and economical relief in 
the majority of cases of allergy 

Benadryl 


Report after report corroborates 
benadryl’s clinical 
efficacy. Study after study attests 
its value as an anti-histaminic 
agent in urticaria, penicillin and 
other drug sensitizations, food 
allergy, serum reactions, 
contact dermatitis, hay fever, 
erythema multiforme, 
pruritic skin lesions, 
angioneurotic edema, and 
vasomotor rhinifis. 


BENADRYL HYDROCHLORIDE 

(diphenhydramine hydrochloride 
P. D. & Co.) is available iri 
Kapseals® of 50 mg. each, in 
capsules of 25 mg. each, and as d 
palatable elixir containing 
10 mg. in each teaspoonful. 
Descriptive literature on request. 


EARKE, DAVIS & COMPANY, LTD., WALKERVILLE, ONT. 















General Practitioners 

Dr. Wallace Wilson 

For t e interest of all General Practitioners, 
twitl is a brief discussion of some of the prob- 
js wt h today confront the General Practi- 
iei, he Canadian Medical Association has 
i) coi cerned about these problems for some 
L an as a result of many discussions, the 
cutiv at its last meeting, appointed a corn- 
tee 1 be known as the General Practitioners’ 
Lmitt and charged it with the responsibility 
|tudy g and reporting back on ways and means 
helpii the General Practitioner in his work, 
of ii Droving his status, both within and with- 
the .ssociation. 

What does this committee propose to study, 
wh sort of a report does it intend to take 
k to ie Executive? Let us make a short list. 

The I tablishment of a General Practitioners' 
iecti Within the Canadian Medical Associa- 

ion. 

As y all know very well, the Scientific Pro- 
mme it the Annual Meetings of our Association 
livid' 1 into sections—medicine, surgery, ob- 
irics, t cetera, and while it is true that the 
graii' le is designed primarily for General Prac- 
sners. nevertheless, the papers are nearly all 
en b specialists. Should there be, specifically, 
lene 1 Practitioners’ Section? A section of 
ich t Chairman and Secretary are General 
ictiti ers? A section where the Scientific 
igran ie is drawn up by General Practitioners 
I giv i largely by General Practitioners with 
ciali: i appearing on the programme only by 
Station of that Section? Should the Section 
b hoM a business session at the time of the 
pual leeting at which would be discussed prob- 
is pc iliar to present day general practice and 
m w! ich meeting might come resolutions to be 
it foi ward for consideration to the Executive 
S Council of the Association? 

The ommittee asks all General Practitioners 
think over this question of this Section because 
proposes to call a meeting of General Prac- 
pners on the Wednesday, June 23rd, at the 1948 
pual Meeting of the Association in Toronto, 
il there get your views. 

The Committee, in its recommendations to the 
peutive, will be guided entirely by the wishes 
the General Practitioner members of the As- 
pation, so, if you are planning to go to the 
ponto Convention, be sure to be present at the 
[ding to be held at 5.00 p.m. on the Wednesday 
A there let us hear what you think. If you are 
going to be there, please write to me here in 
pcouver and let me have your views. The Corn- 
tee is anxious to obtain a strong body of 


opinion, either for or against the Section, from all 
parts of Canada, and to that end will send a notice 
of the meeting to the Journal and also invite 
correspondence. 

Personally, I think General Practitioners would 
be well advised to have such a section. They 
should not only be taking a much larger part in 
the Scientific Programme, but they should also 
be more active in the administrative and business 
affairs of the Association. More of you should 
be on the Executive, in Council and have greater 
representation on the various committees. After 
all, General Practitioners constitute the majority 
of the Canadian Medical Association membership 
and the Canadian Medical Association is the only 
organized scientific body that really does represent 
you across Canada. In a special way, it is your 
own Association, and you should be taking a far 
larger part in all its affairs than you are. 

2. The Certification of General Practitioners. 

These days much is being done for the special¬ 
ist. Most of our medical schools and teaching 
hospitals are carrying out very special programmes 
that make it possible and comparatively easy for 
picked students to engage in planned post-graduate 
training leading towards specialization. When this 
training is completed and these students have 
successfully passed certain examinations, the Royal 
College stands ready, either to admit to fellowship 
or certify and the specialist is launched. 

Out in practice, the specialist may, in addition 
to membership in the Canadian Medical Associa¬ 
tion, join the national body representing his own 
specialty. And so, whether we like it or not, 
specialists are becoming more and more organized 
within their own groups and more and more their 
hall mark in Canada will be fellowship in or 
certification by our Royal College. Further, I 
look to the time in the not-too-distant future when 
certification qualifications and examinations will 
be done away with and then when a man success¬ 
fully meets one standard of education and one set 
of examinations, he will be both admitted to 
fellowship and certified. 

And that all brings us to another of the prob¬ 
lems confronting the man in general practice 
today. Gone are the days when, after some years 
in practice, he can go away, concentrate his studies 
for a year or two on a particular branch of 
medicine and then return home or moving to a 
city, set up as a specialist. From now on, as a 
general rule, it will be, once a General Prac¬ 
titioner, always a General Practitioner; only rarely 
will it happen that after some years in practice 
a man will be able to take the time and money 
to qualify and prepare to sit for fellowship or 
certification examinations. 

Now if Genera] Practitioners are going to re¬ 
main General Practitioners, is there any way of 
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recognizing the good ones—those who are doing 
first-rate work and keeping abreast of modern 
medicine? This question has been raised by some 
of you yourselves, and the answer would possibly 
appear to be also in certification. Certification 
of a first-class or Grade A General Practitioner 
would require the setting up of certain standards 
such as (a) five or ten years in practice; (b) during 
that time the publishing of the results of at least 
two or more pieces of clinical research work 
carried out while in practice; (c) the attendance 
at a certain number of refresher courses such as 
the one you are attending now, and finally (d) the 
passing of an examination which might be oral or 
both oral and written, and might or might not be 
conducted entirely by General Practitioners. Which 
would be the responsible body to undertake the 
setting up and the maintenance of the standards, 
the conduction of the examinations and the certi¬ 
fication? It would appear on first consideration 
that the Canadian Medical Association would be 
the logical body. It does represent the General 
Practitioners, and there is somewhat of a pre¬ 
cedent in that it already certifies hospitals for 
junior rotating interneships. 

This whole question of certification is again 
something in which no action will be taken except 
at your own express wish. So again, think it over; 
if you are going to Toronto, be prepared to speak 
to it and, if not, write me your views. 

3. Clinical Research by General Practitioners. 

In general practice, there are limitless oppor¬ 
tunities for doing first-rate clinical research. 
Studies in environmental influences on disease, 
the earliest beginnings of many of the chronic 
diseases, the course and end results of others, 
nutrition, the results of preventive measures, et 
cetera—the list is endless. The undertaking of 
a bit of clinical research in your practice means 
carrying it on as a rule for a matter of years. The 
work is done and the records are kept as the 
cases come along, and with each case it means 
just a little more work and just a little more care. 

Do General Practitioners want to engage in 
clinical research? Again, it is for you to tell us. 
We do not expect the older men to be interested; 
we do hope the yonger men will be keen. 

What the Committee hopes will develop is 
something along the following lines: 

(a) That there will be made available for the 
committee sufficient annual sums of money from 
sources outside the Association. 

(b) That with this money, they will be able to 
set up awards to be given annually for the best 
piece or pieces of clinical research carried out by 
general men in their practices. 


[May, 


(c) The Committee, with expert advice, t 0 
prepared to advise on request as to: 

(i) Suitable types of clinical research to 
undertaken. 

(ii) Methods of carrying on the work, 
records, questionnaires, et cetera. 

(iii) Literature to be consulted and whei 
can be obtained on loan from libraries. 

(iv) The Committee to make all arrangem 
for the annual judging of the papers sent in 
to make all awards. 

If you approve of a programme aLng $ 
such lines, and we obtain the funds, it is h( 
that as part of the over-all programme, tf med 
school will co-operate and in the final ear 
to undergraduates some instruction in rinci 
and methods of conducting clinical re earci 
General Practice. 

Once again, this is a proposal that I iope 
would approve in principle. I am conv: ced 
a man who starts practice imbued witl the 
of carrying out clinical research and w ro st 
with that idea, will find his professional fe m 
richer; he will practise better medicin and 
will make definite contributions to medk , kno 
edge. 

❖ 

Large Showing Expected for 194 Sal 

The Canadian Physicians’ Fine Art an Can 
Salon which is to be held for the fourth : icces 
year at the Royal York Hotel in Toronto in Ji 
promises to be much larger in response i ran ( 
before. Plans have been completed fo mai 
the Salon an even greater success than it oasb 
in previous years. 

Many doctors have shown considerable in 
cst in the Salon and a number of letters o enqt 
have been received at the offices of the spon 
Frank W. Horner Limited. 

Entry forms have been sent out and sene h 
already been completed and returned. 

The jury of selection for this year’s Salon 
elude Professor K. B. Jackson, B.A., Sc.. Did 
of Photographic Service at the Univi rsity 
Toronto; Mr. A. Y. Jackson, C.M.G., LL.D., 
of the original members of the “Group of Sen 
and Harvey Agnew, M.D., F.A.C.P., well-kns 
Canadian physician and artist. 

The Salon will be held in the Royal York Hi 
in Toronto on June 23, 24 and 25, in conjunct 
with the annual convention of the Canad 
Medical Association. All doctors are invited 
visit the Salon whether exhibiting or n< lo 
the work of their fellow physicians. 
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S OCIAL NEWS 


Reported by K. Borthwick-Leslie, M.D. 


toba Medicine has lost and will miss very 
uch H\ Dan Revell, Anaesthetist deluxe. St. 
jseph s Hospital, Victoria, B.C., is a fortunate 
cipii t of his services. The Anaesthesiologists 
Ide 1 m “Godspeed” over a few cocktails at 
lr la: meeting. 

♦ 

■felt sympathy to my co-sufferers whose 
irder mink, rumpus rooms, chickens, floors, 
c, a in the lost but not found department of 
e flo d. Swimming in sewage is not my idea 
goo clean sport. 

♦ 

ome o Dr. J. T. MacDougall, F.R.C.S. (Edin.), 
.S.O who has been appointed to the Surgical 
kaff Deer Lodge Hospital. 

♦ 

mar age of Elizabeth A. Henderson to Dr. 
avid Halliwell was an event of April 23rd. 
|r. H King of Kenora was best man for Dr. 
talliv 11, and Dr. John Calvert usher. After a 
eddi g trip in the U.S.A., the young couple 
ill r ide in Kenora. 

♦ 

pd l rs. S. O. Eggertson, whose wedding took 
lace March 18th, have returned from their 
pney -loon in the Southern States and have 
ken up residence in the Fleetwood Apts. 

♦ 

day congratulations to Dr. E. H. Clark, 
innedosa, Manitoba. Born 1888. 

♦ 

Edith Peterkin, Belleville, Ontario, spent sev- 
al weeks in Winnipeg with her mother, 
arro v Street. 

♦ 

patulations to Pat McNulty, new grandfather 
> a bouncing grandson. Competition is becom- 
lg keen among our Grampas! 

♦ 

md Mrs. M. R. MacCharles and Dr. and Mrs. 
• W. Burns are enjoying a holiday at the west 

jast 

♦ 

king of the Coast, we hear from Dr. Scarrow 
i Vernon, B.C., that the weather is beautiful, 
5 degrees in the shade, the only difficulty is 
rushing away the apple blossoms to see the 
ermometer. 


Dr. and Mrs. Roy Fell, Norwood, announce the 
engagement of their daughter, Mary, to Lloyd 
Higgens, the wedding to take place May 11th, 
in Norwood United Church. 

♦ 

There have been numerous social functions in 
honor of Frances MacCharles, daughter of Dr. 
and Mrs. F. D. MacCharles. Frances will marry 
Andrew Hamilton Jukes on May 5th. 

♦ 

Dr. and Mrs. S. S. Peikoff, motored to Fargo, N.D., 
where Sammy addressed the Medical Associa¬ 
tion. 

♦ 

Dr. and Mrs. Sibley announce the birth of Robert 
William, April 19th. 

♦ 

Dr. and Mrs. A Portigal, Los Angeles, California, 
formerly of Winnipeg, announce the birth of 
their daughter. 

♦ 

Dr. and Mrs. G. D. Thomson, St. Mary’s Road, an¬ 
nounce the arrival of Dale Jancen, April 3rd. 

♦ 

Dr. and Mrs. Wallace Grant, are receiving con¬ 
gratulations on the birth of their daughter, 
April 10th. 

♦ 

Dr. and Mrs. John A. Swan, Campbell Street, are 
happy to announce the birth of John David, 
March 27th. 

♦ 

Dr. and Mrs. Allan McCulloch, Lawndale Avenue, 
also announce the arrival of Cameron Hugh. 

♦ 

Dr. and Mrs. W. E. Munro and Miss Mary Duncan, 
report a most enjoyable motor trip to Mexico 
City. 

♦ 

Dr. K. Borthwick-Leslie and Mrs. Harold Blondal, 
entertained Sunday, April 18th, in honor of Mr. 
and Mrs. Alvin Blondal. Quite a successful 
“do,” about one hundred guests, in my bunga¬ 
low, but the loot for the kids made up for the 
crowded quarters. 

♦ 

Our sincere sympathy to the family and numerous 
friends, in the loss of that grand old timer, Dr. 
J. R. Davidson, Ruskin Row. 



In the treatment of 
inflamed or ulcerated 
conditions of the 
G astro- Intestinal 
Mucosa 


MICROPHOTOGRAPH OF COMMERCIALLY 
AVAILABLE ALUMINUM HYDRATE POWDERS 
SHOWING PARTICLES TO BE WELL ABOVE 
THE 25 MICRON SIZE 


MICROPHOTOGRAPH (PARTICLES UNDER 10 
MICRONS) SHOWING STOMALUMINE POWDER 
A TRULY COLLOIDAL ALUMINUM HYDRATE 
PERMITTING THE FORMATION OF A TRUE 
ADSORBENT GEL WITH HCL WHICH MAY 
FORM A SOOTHING PROTECTIVE COATING 
OF THE ULCERATED OR IRRITATED MUCOSA. 


FLATULENCE 
DYSPEPSIAS 

HYPERCHLORHYDRIA 

GASTRIC AND DUODENAL ULCERS 

COLITIS, DIARRHOEAS AND THEIR SEQUELAE 
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College of Physicians and Surgeons of Manitoba 


ctobe 15, 1947 — Registration Committee 

iabli- Certificates granted: Dr. Lester Harold 
tgan M.D., College of Medical Evangelists, 
Dr John Gideon Foster, M.D., College of 
cal I angelists, 1927. 

cablii g Certificates refused: Dr. Edward 
tier, I.D., University of Vienna, 1937. Dr. 
Jrkvc ac, M.D., Medical School of Zagreb, 

lia, l! '3. 

leligi e for registration: Dr. Vladimir Shevt- 
k, M. . Rostov-on-Don State Medical Educa- 
1 Ins ute, Russia, 1933. 

>vem er 17, 1947 — Registration Committee 

cmpc ary Licence granted: Dr. Joseph Cornall 
jrth, LB., Ch.B., Victoria U. of Manchester, 

egist tion granted: Dr. Frederick Bernard 
atan M.B., B.S., University of London, 1943. 
krth Hugh MacKinnon, M.B., Ch.B., Uni¬ 
ty of Edinburgh, 1943. 

egist tion Approved: Dr. James Graham Gil- 
M.B. Ch.B., University of Glasgow, 1939. 

ecem er 3, 1947 — Registration Committee 

ance! ation of Certificate: (Registration not 
lletei Dr. Walter Campbell MacKenzie. 
lance 1 aticn of Temporary Licence: (Issued 
r w; time amendment to Medical Act, now 
fCapt. A. S. Tauber. 

empi ary Licence granted: Major David 
lid l, erritt Hall, M.D., C.M.. Queen’s Uni- 

ity, 1 43. 

legist ation Granted: Dr. Melville Joseph 
rtz, D., C.M., Queen’s University, 1937. 

Janut y 9, 1948 — Registration Committee 

egist ation granted: Dr. William McCulloch 
fiord. M.B., Ch.B., University of Glasgow, 1941. 
Peor Peter Cheng, M.D., College of Medical 
pgeli s, 1945. Dr. Bernhard Sigal, M.D., 
pi’s University, 1945. Dr. Bruce Flood Paige, 
B.S University of Sydney, 1945. Dr. David 
Stopfer Boyd, M.B., Ch.B., University of Edin- 
k 1943. 

legist ration deferred: Dr. A. L. Rice, M.D., 
ersity of Toronto, 1932. 

tabling Certificate granted: Dr. Phoebe 
dtt Cox, M.D., McGill University, 1947. 
rplication for an Enabling Certificate de- 
‘d: Dr. Francis S. N. Kwok, 
empcrary licence insufficient for reciprocal 
tration with General Medical Council of Great 
lin. 

eferred to May meeting of Council: 

Reciprocity with other Australian Medical 

Boards. 


2. Registration of foreign graduates. 

Certificate of Credit under the Basic Sciences 
Act: 

1. Registrar reported several applicants await¬ 
ing Certificate of Credit. 

2. Interest of applicant for Enabling Certificate 
should be protected by production of a Cer¬ 
tificate of Credit under the Basic Sciences 
Act. 

Student registration regulations to be reviewed. 

February 6, 1948 — Registration Committee 

Temporary Licences confirmed: Dr. Maurice 
Hubar, M.D., C.M., Dalhousie University, 1945. Dr 
David McMaster Kennedy, M.B., Ch.B., Queens 
University of Belfast, 1942. Dr. Joseph Silver Col- 
lings, M.B., B.S., University of Sydney, 1946. 

Registration confirmed: Dr. Henry Andrew 
Kachuk, M.D., University of Laval, 1945. 

Registration approved: Dr. Harben Jay Bou- 
tourline-Young. M.B., B.S., University of London, 
1943. 

Enabling Certificate granted: Dr. Harold Mil¬ 
lard Smith, M.D., College of Medical Evangelists, 
1947. 

Enabling Certificate deferred: Dr. Andrew Paul 
Haynal, M.D., College of Medical Evangelists, 1948. 

February 17, 1948 — Discipline Committee 

1. Decided that there is no legal impediment to 

use of the__ (deceased) name by Dr. _ 

2. Referred to next Council meeting, two com¬ 
plaints by patients against the attending physi¬ 
cians. 

3. Refusal of doctors to attend emergency calls. 
Communication from Department of Health and 
Public Welfare and Advisory Committee under the 
Health Services Act, enclosing copy of letter from 

Municipality, inquiring whether doctors 
are entitled to refuse calls, or the municipality en¬ 
titled to know why. Details of cases cited were 
requested from the municipality, but were not 
forthcoming. The Committee felt that when 
doctors were unable to accept calls, they might 
assist patients in securing help for emergency 
cases by recommending another doctor or advising 
the caller to contact the Directory or Registry. 

4. Professional cards to the public. The circu¬ 
lation by Dr. of professional cards to the 

public, was considered a form of solicitation and 
unethical. 

5. The mechanism by which minor offenses, or 
those not considered sufficiently serious to warrant 
erasure from the Register, as dealt with in Great 
Britain and some Canadian provinces, was brought 
to the attention of the Committee 
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February 17, 1948 — Education Committee 

The business of the meeting was consideration 
of a questionnaire received from Dr. T. C. Routley, 
Chairman of the Council, World Medical Associa¬ 
tion, relating to standards of medical education in 
this Province. A similar questionnaire had been 
addressed to the Dean of the Faculty of Medicine, 
and Executive Secretary of the Manitoba Medical 
Association, and the main content of the replies 
from the Faculty and Association were available 
to the Committee. The Registrar was instructed 
to reply to the questionnaire and to send a copy 
of the reply to each member of the Council. 

February 17, 1948 — Executive Committee 

A supper meeting of the Executive Committee 
of the Council of the College of Physicians and 
Surgeons of Manitoba, was held in the Medical 
Arts Club Rooms, at 6 p.m., on Tuesday, February 
17th, 1948. 

Present—Dr. B. D. Best, Chairman; Dr. W. F. 
Stevenson, President; Dr. C. B. Stewart, Vice- 
President; Dr. M. T. Macfarland, Registrar; Dr. T. 

H. Williams, Treasurer; Dr. J. S. Poole, Dr. I. 
Pearlman and Dr. J. M. Lederman. Dr. W. S. Peters 
was absent through illness. 

I. Winnipeg Medical Societv Trust Fund. 

It was agreed that Dr. Ross Mitchell be invited 
to present the case for the Winnipeg Medical 
Society Benevolent Fund at the May meeting of 
Council. 

2. Reinstatement Fee of Dr. 

Payment of the reinstatement fee by Dr. 
was confirmed. The action of the Medical Council 

of Canada in reinstating Dr. _was brought 

to the attention of the meeting. 

3. Obligatory Forms fer Medical Students. 

The report of conclusions reached by negotia¬ 
tion of the “Committee of Six” (representing the 
Government of Manitoba, the Board of Governors 
of the University cf Manitoba, and the Manitoba 
Medical Association) was presented for informa¬ 
tion. (Ref. Manitoba Medical Review, December, 
1947, Vol. 27, No. 12, p. 698). 

4. By-election in South Winnipeg, and Scrutineers. 

Nominations were considered and the Registrar 
was instructed to distribute voting papers by 
March 1st. Dr. D. Swartz and Dr. W. T. Dingle 
were appointed scrutineers in the event that Dr. 
E. F. E. Black and Dr. A. R. Birt were unable 
to act. 

5. Liaison Committee of the College of Physicians 
and Surgeons and the Manitoba Medical 
Association. 

The Committee is composed as follows: C.P. 
and S.: Dr. B. D. Best, Dr. A. A. Alford and Dr. 
W. S. Peters. M.M.A.: Dr. R. W. Richardson, Dr. 

J. R. Martin and Dr. R. E. Dicks. 



The report outlined measures agreed u 
the combining of the business offices of the 
and the Association, with each body retai 
autonomy. The present Executive Seere 
the Manitoba Medical Association, bet oml 
Registrar of the College of Physician 
Surgeons, and directs the duties of the co 
staff. A stated amount is paid monthly 
College to the Association to cover i nt 
phone and share of secretarial staff, 
monthly salary is paid by the College 
Registrar. Each body maintains its office 
ment on inventory. Adjustments in thi ar 
ment will be required from time to ti ne. 
nishings of the suite formerly occupii 1 
College will be disposed of to the ne 
Some additional office furniture will be re 
and the Executive authorized the Trea nr 
Registrar to arrange same. 

6. Printing of Minutes in Manitoba Mec cal 

Review and Annual Report. 

It was agreed that the minutes for 19- . i 
ing those of the October Annual Mr ti 
printed and that the minutes of subsequ nt 
ings appear monthly in the Manitob; M] 
Review, on the basis of cost outlined. 






7. Proposed Legislation. 

Copy of proposed legislation was rece e 
Hon. Ivan Schultz, Minister of Health and 
Welfare. The College is interested in con m 
changes in the Basic Sciences Act, wher by 
ers of L.M.C.C. and G.M.C. registration m 
granted Certificates of Credit. There 
discussion whether the Act would be ch m 
the same purpose might be served by Ord 
Council. 

All legislation was referred to the C mi 
of Fifteen. 






8. Fees. 

The Registrar stated that Dr. . 
has been practising in , Saskatchewar 

come to the office to inquire re his st; ndi] 
he should return to Manitoba. Dr. . 
ated from the University of Manitoba in 91 
did not obtain his L.M.C.C. He practised a 
toba until 1916 when he joined the C.A.M. 1 
he returned from overseas he began praCisi 
Saskatchewan. The Registrar explained to 
that he would probably be charged the arl 
fees for the years 1913-16, and that the que! 
of his life membership would be referred t( 
Executive Committee. 

The Registrar also stated that in conne 
with life membership, the question had i 
directly to him concerning life mombevshi[ 
veterans of the recent war. 

(To be continued in the June issue) 
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Department of Health and Public Welfare 

Comparisons Communicable Diseases — Manitoba (Whites and Indians) 


1947 


1946 


TOTALS 


) SEASES 


Feb. 22 to 

Jan. 25 to 

Feb. 23 to 

Jan. 

26 to 

Dec. 28,’47 to 

Dec. 

29,’46 to 


Mar. 20,’48 

Feb. 21,’48 

Mar. 22,’47 

Feb. 

22,’47 

Mar. 20,’48 

Mar. 

22,’47 

r Poliomyelitis _ 


2 

0 

0 


0 

2 


0 

1 ox ..... 


227 

274 

82 


77 

685 


289 

r a ..... 


2 

1 

7 


10 

5 


29 

i a Carriers -__ 

_ 

0 

0 

1 


2 

0 


6 

i /—Amoebic __ 


0 

0 

0 


0 

0 


0 

r —Bacillary _ 


0 

0 

0 


1 

0 


1 

k s ... 


1 

1 

3 


6 

5 


14 

tis ____ 


0 

0 

1 


0 

0 


1 



14 

3 

3 


12 

18 


19 



21 

43 

1628 


1030 

79 

/ 

3279 

German 


2 

10 

6 


4 

22 


10 

occal Meningitis .. ..... 


2 

1 

1 


3 

3 


5 



183 

195 

310 


199 

488 


661 

iia Neonatorum 


0 

0 

0 


0 

0 


0 

ia— Lobar _ 


17 

12 

8 


28 

36 


49 

1 Fever ___ 


0 

0 

1 


0 

0 


1 

ever _____ 


11 

8 

12 


25 

30 


62 

re Throat _ 


5 

1 

3 


2 

6 


6 



0 

0 

0 


0 

0 


0 



0 

0 

0 


0 

0 


0 

a .. 


0 

0 

0 


0 

0 


0 

osis _ 


111 

118 

79 


36 

246 


131 

Fever . ___ 


0 

1 

0 


0 

1 


0 

Paratyphoid_ 


0 

0 

0 


0 

0 


0 

Carriers_ __ 


0 

0 

0 


1 

0 


1 

Fever__ 


0 

0 

0 


1 

0 


0 

? Cough_ 


28 

39 

89 


81 

123 


222 

ea ..... 


111 

115 

163 


151 

346 


495 



40 

47 

35 


64 

125 


130 

a and Enteritis, under 1 

yr. 

12 

4 

6 


12 

22 


23 

EK PERIOD, FEBRUARY 22 

TO 

MARCH 20, 1948 


DEATHS 

FROM 

REPORTABLE DISEASES 



DISEASES 
miti Cases Only) 
oxi tate population. 

ior 'oliomyelitis ... 

[enp x .. ... .. 

Joe; and Enteritis _ _ 

fieri a ___ 

ter —Amoebic _ 

elas ___ 


lerman __ 

Jigococcal Meningitis 
monia Lobar . 

|et Fever . ._ 

c Sore Throat .. 

rculosis ___ 

oid Fever 
Fever 

bping Cough .. 

Jrrhoea .. 

Ipox ___ 


Manitoba 

* 906,000 
Saskatchewan 

*3,825,000 

tOntario 

*2.962,000 

Minnesota 

2 


2 

5 

227 

77 

1414 


12 

1 



2 

6 

3 

20 




3 

1 

1 

5 


14 


53 

5 




7 

21 

23 

5417 

836 

2 

6 

123 


2 


6 

4 

17 




183 

268 

1319 


11 

7 

253 

167 

5 


74 


111 

29 

149 

367 


1 

o 

1 


1 

10 

9 


11 

108 

80 

111 


83 


40 


57 



For Four-Week Period, February 25 to March 23, 1948 

Urban—Cancer, 41; Influenza, 1; Pneumonia Lobar (108, 107, 
109), 4; Pneumonia (other forms), 10; Poliomyelitis, 1; 
Syphilis, 3; Tuberculosis, 11; Diarrhoea and Enteritis 
(under 2 years), 1; Septic Sore Throat, 1; Cerebrospinal 
Meningitis, 1; Septicaemia, 2; Other diseases of the skin, 
etc., 1. Other deaths under 1 year, 22. Other deaths over 
1 year, 188. Stillbirths. 8. Total, 218. 

Rural—Cancer, 28; Influenza, 3; Pneumonia Lobar (108, 107, 
109), 3; Pneumonia (other forms), 11; Tuberculosis, 3; 
Whooping Cough, 1; Diarrhoea and Enteritis (under two 
years), 6; Hodgkin’s Disease, 1. Other deaths under 1 
year, 16. Other deaths over 1 year, 155. Stillbirths, 16. 
Total, 187. 

Indians — Cancer, 1; Pneumonia (other forms), 2; Tuber¬ 
culosis, 5. Other deaths under 1 year, 6. Other deaths 
over 1 year, 6. Stillbirths, 0. Total, 12. 


Communicable diseases in Manitoba continue to show quite 
a low incidence. Excepting for chickenpox, mumps, 
tuberculosis, gonorrhoea and syphilis, the numbers are 
negligible and even in these five they show a slight 
decrease. 

By the time this copy of the Review arrives it should really 
be spring and the roads quite passable again. What 
about immunization? Are all the infants and children 
in your district protected against diphtheria, whooping 
cough and smallpox? How about starting clinics now 
and getting this worthwhile work done before the 
summer vacation period? 
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FOR EFFECTIVE CONTROL 




I J proved its preeminence to physicians and patients alike. 
Its ready miscibility ... its instantaneous activity, non-irritative 
even after prolonged use ... and its high esthetic appeal — have 
for years made Ortho-Gynol Vaginal Jelly the most widely 
prescribed of all preparations. Also available as Ortho- 
Creme Vaginal Cream. Active ingredients: Ricinoleic acid 
0.7%, boric acid 3.0%, and oxyquinoline sulfate 0.025%. 

Ortho-Gynol is available in 3 oz. and 5 oz. Tubes. 


ORTHO PHARMACEUTICAL CORPORATION 
(CANADA) LIMITED — TORONTO 


Makers oj Gynecic Pharmaceuticals 
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Manitoba Medical Service 

Balance Sheet at 31st December, 1947 


STATEMENT I 

Assets 

I at ank 

counts . ....._ $101,867.24 

■Xvail ' le to meet operating expenses) 

iON AND ..... . .. 100.00 

|0UNT RECEIVABLE 

(bscrii ns in process of collection. 14,061.37 

IttTU: FIXTURES AND 

|fKT ,)UIPMENT .... 1.00 

$116,029.61 


Liabilities and Reserve 

tOUNT PAYABLE 

Tcouni of Medical Members_ $ 63,515.14 

Ecouii for services given in 

jjecem r) 

INDK \CCOUNTS PAYABLE .... 3,708.04 

fa.abl January) 

■prop] ion for Office Equipment, 

fcrden but not delivered (Re- 

Istabli lent expense) .. 3,299.11 

- $ 70,522.29 

JERRE. INCOME 

learnt. Subscriber payments. 3,779.44 

ERRF, LIABILITIES 

fenitob College of Physicians and 

B; . _ _ . . $ 3,000.00 

Initob Iedical Association _ 600.00 

pnipe Iedical Society......... 300.00 

- 3,900.00 

|ERVK 

31st December, 1946 $ 4,302.61 

Income over Expenses for 

tement II _ .. 33,525.27 

- 37,827.88 

$116,029.61 


STATEMENT II 

Statement of Income and Expenses 
for the Year Ended 31st December, 1947 


INCOME 

Earned Subscriptions 
Sundry .. 


$504,361.27 

2,830.51 


$507,191.78 


EXPENSES 

Accounts of subscribers and 
Dependents .. .... $607,626.76 

Less Amounts absorbed by 
Medical Members of the 
Service .... 228.376.91 


Administration fee paid to Manitoba 

Hospital Service Association.. 

Operating Expenses . 

Furniture, Fixtures and Office Equip¬ 
ment . _ _ _ 

Re-establishment expenses (including 
appropriation of $3,299.11 for office 
equipment ordered, but not deliv¬ 
ered) . . .. _ 


-$379,249.85 


30,990.30 

34,122.14 


1,007.30 


28,296.92 


473,666.51 


EXCESS OF INCOME OVER EXPENSES, 
carried to Statement I... 


33,525.27 


Approved on behalf of the Board of Trustees 
W. G. BEATON, M.D. 


Auditor's Report 

e B .ird of Trustees, 

Uanii >ba Medical Service, 

V, mnipeg. 

We h e audited the books of the Manitoba Medical 
■ fur the year ended 31st December, 1947, and 
th. 1 we have obtained all the information and 
it : is we have required and that, in our opinion, 
labov' Balance Sheet and accompanying Statement 
peon; and Expenses are properly drawn up so as 
Inhibit a true and correct view of the Service’s 
Jrs at 31st December, 1947, and the results of its 
rations for the year then ended, according to the 
I of our information and the explanations given, and 
(hown by the books of the Service. All the trans- 
pns of the Service that have come within our notice 
f been within the objects and powers of the Service, 
best of our information and belief. 

GEORGE A. TOUCHE & CO.. 

Chartered Accountants, Auditors, 
upeg, 5th March, 1948. 


Membership as at 31st December, 1947 

Subscribers, 17,241 Dependents, 22,051 

Total Participants, 39,292 


Officers of the Board 

W. G. Beaton, M.D., Chairman 
Mr. G. Lawson. Vice-Chairman 

C. W. Clark, M.D., Secretary 

D. Wheeler, M.D., Treasurer 


E. S. Moorhead, M.B., Medical Director 
Mr. A. G. Richardson, Manager 


Offices 

149 Portage Avenue East, Winnipeg, Manitoba 
Telephone 93 398 


A Non-Profit Community Medical Service 


Artists, Beware! 

tf you plan to exhibit at the Chicago Exhibition 
Frican Medical Association, June 21-25, 1948)— 
r is the time to write for entry blanks, rules, 
PPing labels, etc. 


Haste is necessary because your entries must 
reach Chicago between May 1 and June 12. 

For details, please write air mail to Francis H. 
Redewill, M.D., Secretary, American Physicians 
Art Association, Flood Building, San Francisco, 
California. 

























292 


The Manitoba Medical Review 


NEO-ANTERGAN 

Now available in many forms to suit 
more types of allergic troubles and more 
types of patients. 

Up-to-date documentation 
on request 


POULENC 


Montreal 


Locum Tenens Available 

Doctor available for locum tenens, July, 
August and September. Please write Dr. 
S. Berger, 29 Scotia St., Winnipeg, Man. 


The Winnipeg Drug Co., Limited 

PRESCRIPTION SPECIALISTS 

Agents for 

NICHOLSON’S VACCINES 


381 PORTAGE AVE (Cor. Edmonton) 
Phone 96 478 


= PHYSIOTHERAPY = 

by J. C. Swann 

Member of 

THE CANADIAN PHYSIOTHERAPY ASSOCIATION 

(Incorporated by Dominion Charter) 

Graduate of: Massage, Swedish Movements, Muscle 
Re-education and Medical Gymnast, 2 years training 
in Christie Street Hospital, Toronto, Masseur at Deer 
Lodge Hospital, Pensions and Health, Winnipeg, for 
the past 15 years. 

(Under Medical Supervision or Direction) 

Phone 98 912 438 Somerset Bldg. Res. Phone 

after 1 p.m. Winnipeg, Man. 54 195 


MERCUH YDRIN 
LAKESIDE 

Use Mercuhydrin early in the treatment 
of edema due to cardiorenal disease. Mercu¬ 
hydrin is significantly free of reaction at the 
sight of injection. 

Supplied in 1 and 2 cc. Ampules. Avail¬ 
able through your prescription pharmacy. 
Sole Distributor 

Bate &Bate Wholesale Drugs 

Winnipeg, Man. 


DOCTORS’ and NURSES’ DIRECTOR! 

212 Balmoral Street, Winnipeg, Man. 
24-Hour Service 

Phones: Victorian Order ol 

Doctors’ — 37 123 Nurses—night calls, 

Nurses’ — 72 151 Sundays and 

Registered Nurses. holidays. 

Practical Nurses. Phone 72 008 

Physiotherapists and Masseuses 

—P. BROWNELL, Reg. N., Director. 


PATIENTS ASK 

FOR IT... | 

Delicious | 

Satisfying 

DREWRYS * 
DRY 1 

GINGER A.E 


3 Sizes: 
6 oz. 


12 oz. 


28 z. 


« COLLECTIONS. 

The MEDICAL BUSINESS BUREAU c n ren¬ 
der you an experienced collection servic- with 
19 years’ service to the Medical and Dentil 
professions. 

We have every facility for an efficient cc lection 
service— 

Investigations on character and 
financial worth; 

Personal contact with doctors; 
Follow-ups; 

Complete legal facilities; 

Bonded agents throughout Canada: 
Regular monthly returns. 

Doctor, you require a tactful ~nd dignif od set- 
vice that will not jeopardize your position wilt 
the patient. Write or telephone— 

MEDICAL BUSINESS BUREAU 

310 Power Bldg. 

Telephone 95 001 WIN? IPEG 





















